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The  Need  for  Injury  Prevention 


The  Scope  of 
the  Problem 


Opportunities 
for  Intervention 


Injuries,  resulting  from  both  intentional  acts  of  violence 
and  other  traumatic  events,  are  a  major  public  health 
problem  and  the  leading  cause  of  death  and  disability  in 
adolescence.    At  the  beginning  of  this  century,  communicable 
diseases  were  the  leading  killer  of  our  children  and  young 
people.    Today ,  more  adolescents  die  from  injuries  than  from  all 
other  causes  combined.    Over  the  past  30  years,  adolescents 
have  been  the  only  age  group  in  the  United  States  that  has 
not  experienced  improvement  in  its  health  status.    Despite  a 
reduction  in  the  number  of  adolescent  deaths  due  to  medical 
conditions,  the  increased  number  of  i nj ury -related  deaths 
has  reflected  an  alarmingly  high  adolescent  death  rate. 
Beyond  such  statistics  lies  a  further  measure  of  societal 
impact--the  years  of  potential  life  lost.    When  death  occurs 
at  such  a  young  age,  the  years  of  life  lost  -years  of 
family,  societal,  and  economic  contribution  and  promise  -are 
staggeri  ng . 

Because  of  the  compelling  data  on  death  and  disability  from 
injury--as  well  as  the  loss  we  feel  when  a  young  life  is 
taken  or  forever  changed  because  of  injury --researchers  and 
other  health  professionals  have  undertaken  indepth  studies 
of  the  subject.    From  this  research  has  emerged  the  science 
of  injury  control,  which  recognizes  that  injuries  are 
neither  isolated  occurrences  nor  random  events.  Although 
injuries  have  long  been  considered  the  result  of  chance, 
fate,  or  "accidents,"  in  recent  years  data  analysis  has 
allowed  experts  to  pinpoint  specific  injury  causes. 
Injuries  can  be  studied  in  much  the  same  manner  as  diseases 
are  studied,  by  using  an  epidemiological  approach  that 
describes  the  host  (the  injured  person),  the  agent  involved 
in  the  injury  (e.g.,  motor  vehicle,  bicycle,  or  weapon),  and 
the  environment.    Identification  of  the  circumstances  and 
patterns  of  injury  allows  the  development  of  targeted 
interventions.    When  successful  approaches  are  identified, 
they  can  be  modified  and  extended  to  larger  segments  of  the 
population  at  risk.    Injuries  are  not  only  predictable,  they 
are  preventable. 

Members  of  the  U.S.  Preventive  Services  Task  Force,  an 
independent  expert  panel  established  by  the  Department  of 
Health  and  Human  Services,  recently  developed  and  released  a 
set  of  recommendations  describing  over  100  possible 
interventions  for  clinical  health  professionals.  (1)  Data 
collected  by  the  panel  from  2,400  studies  showed  that 
counseling  by  clinicians  directed  at  influencing  health 
behaviors  and  changing  unsafe  practices  is  more  likely  to 
reduce  morbidity  and  mortality  than  any  other  type  of 
clinical  intervention.    The  panel  concluded  that  counseling 


C)  U.S.  Preventive  Services  Task  Force.    Guide  to 
Clinical  Preventive  Services.    Baltimore,  MD: 
Williams  and  Wilkins,  in  print. 
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patients  about  behavioral  risks  is  one  of  the  most  effective 
forms  of  prevention  available  to  clinicians,  and  recommended 
that  doctors  spend  about  54  percent  of  their  total  patient 
contact  time  on  counseling.    In  light  of  this  recommendation, 
the  need  for  physicians  and  other  health  care  professionals 
to  provide  current  health  information  and  offer  skilled 
behavioral  counseling  takes  on  substantial  importance. 

Health  care  professionals  have  an  excellent  opportunity  to 
counsel  teen  patients  during  the  high-risk  transition  period 
from  childhood  to  adulthood.      Although  many  individuals 
abandon  routine  health  care  visits  before  they  reach 
adolescence,  physicians  and  other  health  professionals  do 
provide  medical  care  to  a  sizeable  number  of  teens.  Teens 
who  receive  preparticipation  exams  for  school  sports  or 
summer  camp,  adolescent  females  who  seek  family  planning 
services,  and  many  teens  covered  through  their  parent's  or 
guardian's  health  maintenance  organization  are  receiving 
preventive  health  care.    Additionally,  as  the  number  of 
school -based  health  centers  increases,  more  teens  will  have 
a  unique,  accessible  avenue  for  contact  with  the  health  care 
system. 

If  we  consider  common  teen  risk-taking  behaviors  that  result 
in  death  and  disability,  it  is  clear  that  we  face  tangible 
challenges  in  the  area  of  injury  prevention.    But  it  is  also 
clear  that  opportunities  for  positive  intervention  do  exist. 
The  Statewide  Comprehensive  Injury  Prevention  Program  (SCIPP) 
of  the  Massachusetts  Department  of  Public  Health  has 
responded  to  this  opportunity  with  the  development  of 
SAFE1EEN.    The  SAFE7EEN  program  was  created  to  provide 
clinicians  with  resources  for  counseling    adolescents  about 
prevention  of  injuries.    SAFE1EEN  presents  guidelines  to 
structure  and  support  your  existing  injury-prevention 
efforts,  as  well  as  resources  and  referrals  for  additional 
services.    It  is  hoped  that  the  information  available  in 
SAFEIEEN  will  help  to  fill  a  gap  in  preventive  health  care 
for  adolescents. 
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Injuries  Among  Adolescents: 
An  Overview  of  the  Issues 

The  Data  on  The  statistics  are  clear.    It  is  important  for  pediatricians, 

Teen  Injuries  internists,  and  others  working  in  the  field  of  adolescent 

medicine  to  recognize  that  injuries  exceed  all  other  causes 
of  teen  mortality.    (Figure  I,  illustrating  the  results  of  a 
study  of  all  deaths  that  occurred  among  Massachusetts 
children  in  1985,  shows  the  proportions  of  teen  deaths 
resulting  from  medical  conditions  versus  injuries.) 

Figure  I 
Cause  of  Death 

(Massachusetts  1985,  Children  Ages  15-19) 


N  =  337,  1  Death  Cause  Unknown 

Source:    1 985  Massachusetts  Child  Death  Study 

Massachusetts  Department  of  Public  Health 


It  is  also  clear  that  there  is  a  dramatic  upswing  in  injury 
deaths  as  children  enter  the  teen  years.    Between  the  ages 
of  10  and  20,  injury  deaths  increased  approximately  fivefold 
(Figure  II). 

Figure  II 
Children's  Injury  Deaths  by  Age 

Massachusetts  1 985 

Deaths 

3001  1 


200 


100 


0*  1  1  .  1  .  

<1  1-4  5-9  10-14  15-19 

Age 

Source:    Massachusetts  Child  Death  Study 

Massachusetts  Department  of  Public  Health 
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Injuries  that  result  in  deaths,  however,  are  only  a  small 
part  of  the  total  injury  incidence.    Data  from  a  special 
study  conducted  by  SCIPP  reveal  that  for  each  childhood 
injury  death  in  Massachusetts,  there  are  45  injury-related 
hospitalizations  and  1,300  emergency  department  visits 
( f-igure  III). 


Figure  III 
Injury  Pyramid 
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/Death\ 
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As  the  Result  of  an  Injury 


Source:    Statewide  Comprehensive  Injury  Prevention  Program 
Massachusetts  Department  of  Public  Health 


In  fact,  each  year  one  in  four  Massachusetts  teens  (one  in 
three  18-year-olds)  will  experience  a  nonfatal  injury  that 
results  in  hospital  attention.    Nonfatal  injuries  account 
for  the  greatest  number  of  inpatient  hospital  days  among 
adolescents.    This  initial  hospital  care  is  often  the  first 
phase  of  a  much  longer  treatment  and  rehabilitation 
process.    Injuries  result  in  needless  loss  of  life, 
long-term  disability,  and  enormous  health  care  costs  to 
individuals,  families,  and  society.    Extensive  information 
on  adolescent  injury -related  morbidity  and  mortality  in 
Massachusetts  may  be  obtained  from  two  unique  sources:  The 
Massachusetts  Child  Death  Study  and  a  SCIPP  publication 
entitled  Injuries  in  Massachusetts:  A  Status  Report .     The  first 
provides  an  overview  of  child  deaths  in  Massachusetts  from 

1980-  1984,  and  an  indepth  study  of  all  Massachusetts  child 
deaths  that  occurred  in  1985.    The  SCIPP  study  analyzed  and 
reported  data  on  injuries  for  the  five  year  period 

1981-  1985.    These  data  offer  clear  evidence  of  the  magnitude 
of  injuries  among  adolescents  and  show  distinct  patterns  in 
injury  causes.    Highlights  of  the  data  from  the 
Massachusetts  Child  Death  Study  include  the  following: 

•    Injuries  accounted  for  75  percent  of  deaths  in  the 
15  19  age  group  during  the  period  of  1980  -  1984. 
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•  Six  times  as  many  adolescents  died  from  trauma  as 
compared  with  cancer  and  heart  disease  combined;  among 
adolescents,  deaths  from  violence  were  more  than  twice  as 
common  as  deaths  from  cancer. 

•  The  death  rate  for  adolescent  males  (aged  15-19)  was 
generally  2.5  times  the  rate  for  adolescent  females;  in 
1985,  78  percent  of  adolescents  who  died  from  injury  were 
male;  black  males  had  the  highest  injury  mortality  rate. 

•  There  were  higher  injury  death  rates  among  children 
living  in  low-income  families;  this  finding  was 
especially  true  for  homicide  and  non-motor 
vehicle-related  deaths. 

•  Seventy  percent  of  fatal  injuries  to  teens  were  sustained 
away  from  home  in  an  outdoor  location;  however,  70 
percent  of  teen  suicides  took  place  in  the  child's  home 
or  in  the  home  of  a  friend  or  relative. 

•  Forty  percent  of  injury  deaths  among  older  teens  (aged 
15-19)  occurred  between  the  hours  of  11  p.m.  and  6  a.m.; 
almost  half  occurred  on  a  weekend. 

•  Half  of  the  15-  to  19-year-old  youths  who  died  of  injury 
were  in  violation  of  the  law  at  the  time  of  the  injury 
(including  alcohol  use,  illegal  drug  use,  trespassing,  or 
motor  vehicle  violations). 

•  The  255  injury  deaths  that  occurred  in  the  15  -  19  age 
group  in  1985  were  largely  due  to  motor  vehicle-related 
crashes,  suicide  and  homicide  (Figure  IV).    These  data 
parallel  national  statistics  on  teen  injury  deaths. 

Figure  IV 
255  Injury  Deaths,  Ages  15-19 


Motor  Vehicle* 


"Includes  motor  vehicle  occupants  as  well  as  pedestrians  and  bicyclists  struck  by  motor  vehicles. 


Source:    Massachusetts  Child  Death  Study 

Massachusetts  Department  of  Public  Health 
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A  national  study,  the  National  Adolescent  Student  Health 
Survey  (NASHS),  provided  insight  into  the  health  behaviors 
of  young  people  in  the  United  States.    This  study,  conducted 
in  the  fall  of  1987,  included  a  representative  sampling  of 
11,000  eighth  and  tenth  grade  students  from  over  200  public 
and  private  schools  in  20  states. 

(2) 

The  survey  addressed 
eight  health  topic  areas,  including  injury  prevention, 
violence,  suicide  and  alcohol  abuse.    The  results  indicated 
that  teens  are  making  health  decisions  that  place  them  at 
significant  risk.    NASHS  findings  should  raise  concerns 
among  all  adults  involved  in  the  lives  of  teenagers: 

•  Sixty-four  percent  of  boys  and  19  percent  of  girls 
reported  having  used  a  gun  in  the  year  before  the  survey. 

•  Forty-four  percent  of  tenth  graders  stated  that  during 
the  previous  month  they  had  ridden  in  a  car  with  a  driver 
who  had  used  alcohol  or  other  drugs. 

•  Forty-two  percent  of  the  girls  and  25  percent  of  the  boys 
had  seriously  contemplated  committing  suicide  at  some 
time  in  their  lives;  18  percent  of  girls  and  11  percent 
of  boys  reported  having  "actually  tried"  to  commit 
suicide. 

•  Almost  half  of  the  boys  (49%)  and  about  one-fourth  of  the 
girls  (28%)  reported  having  been  in  at  least  one  physical 
fight  (defined  as  two  people  hitting  each  other  or 
attacking  each  other  with  weapons)  during  the  previous 
year. 

Because  alcohol  and  other  drugs  are  associated  with  a 
dramatically  increased  risk  for  suicide,  violence,  and  other 
serious  injury,  the  number  of  students  reporting  alcohol  or 
drug  use  is  particularly  alarming:    89  percent  of  tenth 
graders  had  tried  an  alcoholic  beverage;  38  percent  had 
consumed  five  or  more  drinks  on  one  occasion  during  the 
previous  two  weeks.    One  in  10  students  had  smoked  marijuana 
in  the  previous  month;  one  in  15  had  tried  cocaine. 

All  of  these  data  provide  further  indication  of  the 
magnitude  and  serious  nature  of  injuries  among  adolescents. 
Injuries  are  not  isolated  within  any  region  or  town.  They 
are  a  prevalent  problem  nationwide.    Moreover,  although  all 
age  groups  are  affected  by  injuries,  adolescents  are  at  a 
particularly  high  risk  for  injuries  with  both  fatal  and 
nonfatal  outcomes. 

(2)National  Adolescent  Student  Health  Survey.  American 
School  Health  Association,  Association  for  the 
Advancement  of  Health  Education,  Society  for  Public 
Health  Education.     "Injury  Prevention  Fact  Sheet,"  1988. 
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How  Adolescents      What  factors  contribute  to  the  high  rate  of  adolescent 
Perceive  Risk  injuries?    One  major  factor  is  the  prevalence  of  risk-taking 

behaviors:  teenagers  frequently  make  dangerous  choices  that 
both  young  children  and  adults  would  forego. 

The  life  stage  of  adolescence  is  fertile  ground  for  risk 
taking.    In  their  transition  to  adulthood,  teens  face  many 
important  developmental  tasks:    gaining  autonomy  and 
mastery;  seeking  intimacy  and  separating  from  parents  and 
family.    For  adolescents,  risk  taking  is  one  way  to  pursue 
these  tasks.    Through  experimentation,  teens  can  gain 
identity,  independence,  and  ability.    Not  all  risks  are 
bad:    great  achievements  can  occur  when  people  explore  their 
artistic,  intellectual  or  physical  limits.    Some  risk  taking 
affects  how  teens  feel  about  themselves  but  generally 
involves  no  physical  danger.    Examples  include  interviewing 
for  a  job,  asking  someone  out  for  a  date,  or  taking  a  test 
without  having  studied.    Such  risks  help  teens  learn  about 
themselves  and  are  a  valuable  part  of  personal  growth.  But, 
more  than  any  other  age  group,  teenagers,  with  comparatively 
limited  experience,  are  likely  to  take  risks  that  can 
endanger  themselves  or  others. 

(3) 

Dr.  Richard  Mackenzie, 
of  the  Division  of  Adolescent  Medicine  at  Children's 
Hospital  of  Los  Angeles,  observed:  "The  psychosocial  process 
of  adolescence  itself  has  become  a  health  hazard.  Those 
behaviors  perceived  for  their  transitional  value  are  now 
behaviors  with  significant  inherent  risk  and,  in  some  cases, 
lethality. " 

How  well  are  adolescents  able  to  weigh  the  possible 
tradeoffs  between  reward  and  gain,  or  injury,  pain  and  even 
death?    Research  offers  us  some  insight.    Abt  Associates  in 
Cambridge,  Massachusetts,  studied  how  people  decide  to 
engage  in  high  risk  behavior  by  weighing,  consciously  or 
unconsciously,  the  expected  gain.    A  young  person  may 
conclude,  for  example,  that  it  is  worthwhile  to  drive  too 
fast  to  an  after-school  job  because  the  risk  of  losing  the 
job  seems  high.    Abt  found  that  young  drivers  perceive  the 
risk  of  an  injury  very  differently  than  do  experienced 
drivers.    In  particular,  young  male  drivers  perceive  driving 
to  be  less  risky  than  do  older  male  or  young  female  drivers. 
As  young  male  drivers  become  familiar  with  roads  and  traffic 
patterns,  they  see  them  as  less  risky,  while  experienced 
drivers  do  not.    Young  male  drivers  also  believe  speeding  to 
be  less  dangerous  and  their  chances  of  a  crash  to  be 
significantly  lower  than  do  experienced  drivers. 

Why  do  adolescents  feel  so  invulnerable?    A  look  at  the 
cognitive,  emotional,  and  moral  development  of  young  people 
at  this  stage  in  the  life  cycle  may  provide  some  answers. 

(3)v  ince  C  J,  Lang  C,  Molloy  P,  North rup  D.  Preventing 
Adolescent  Injury:  Roles  for  Health  Professionals.  The 
New  England  Network  to  Prevent  Childhood  Injuries. 
Newton,  MA:    Education  Development  Center,  Inc.,  1989. 
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Adolescence  is  a  time  of  egocentrism:    teens  think  that 
their  feelings  and  experiences  are  unique,  their  personal 
situation  is  different  from  the  rest  of  the  world,  and  no 
one  else  could  possibly  "understand."    Just  as  they  believe 
that  their  feelings  are  special,  so,  in  their  minds,  is 
their  fate.    "It  won't  happen  to  me"  is  a  common  way  of 
thinking  for  teens;  they  truly  believe  that  they  can 
experiment  without  any  chance  of  negative  consequences. 
This  belief  is  reinforced  each  time  the  teen  takes  a  risk 
and  "gets  away  with  it."    If,  for  example,  an  intoxicated 
teen  driver  arrives  home  without  incident,  the  "It  won't 
happen  to  me"  theory  appears  to  have  been  substantiated. 
Even  if  you  can  bring  adolescents  to  the  point  of  admitting 
that  they  might  have  crashed  or  might  have  been  arrested 
for  driving  under  the  influence,  they  may  respond  by  saying 
"But  I  didn't  crash  and  I  didn't  get  arrested."    To  the 
adolescent,  the  fact  that  negative  consequences  did  not 
occur  means  that  they  do  not  have  to  think  about  precautions 
to  prevent  future  problems.    When  an  injury  or  death  does 
occur,  an  adolescent  may  conclude  that  the  circumstances 
were  beyond  control —that  the  incident's  occurrence  was  a 
matter  of  fate.    Blaming  fate  is  another  way  people  avoid 
accepting  responsibility  for  being  cautious. 

In  addition  to  the  overt  denial  demonstrated  in  the  teen 
years,  risk-taking  behaviors  are  also  influenced  by  a 
teenager's  cognitive  stage.    Adolescence  is  a  time  when 
young  people  move  from  concrete  to  abstract  thinking,  and 
become  increasingly  able  to  consider  implications  for  the 
future.    It  is  difficult,  however,  to  predict  when  a 
teenager  will  gain  the  ability  to  abstract  beyond  the 
present.    For  some  it  may  occur  at  age  13,  for  others  not 
until  the  late  teens  or  early  twenties.    In  the  meantime, 
unable  to  think  abstractly,  many  teenagers  are  limited  in 
anticipating  negative  outcomes  and  may  even  take  risks  to 
explore  the  cause  and  effect  relationship  of  the  things  they 
do.    For  health  care  providers,  it  is  important  to  remember 
that  age  does  not  necessarily  predict  a  teenager's  ability 
to  think  abstractly. 

Ihe  teen  years  are  also  a  time  when  children  are  separating 
emotionally  from  their  parents.    They  establish  their  own 
identities  and  pay  close  attention  to  their  peer  group's 
standards  and  customs.    Looking  back  to  our  own  teen  years, 
each  of  us  has  memories  of  stressful  encounters  with  peer 
pressure.    For  most  people,  peer  group  dynamics  are  more 
powerful  during  adolescence  than  at  any  other  time  in  the 
life  cycle.    Current  research  has  established  the  important 
role  peers  play  in  adolescent  risk  taking.    One  study  found 
that  over  half  the  dares  and  challenges  10-to  14  -year-olds 
encountered  involved  behaviors  likely  to  cause  personal 
injury.    Among  adolescents,  risk  taking  is  condoned;  "macho" 
behavior  is  rewarded,  whereas  cautious  behavior  is  not. 

Although  young  people  identify  more  and  more  with  their 
peers  than  with  their  parents,  a  strong  attachment  to  peers 
does  not  reduce  an  adolescent's  desire  for  secure  and  stable 
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parents.    This  desire  is  one  reason  why  the  actions  of 
adults  are  so  important  to  teens.    Adult  model s --parents , 
health  care  providers,  counselors,  teachers,  community 
leaders-can  play  an  important  and  positive  role  in  the 
lives  of  young  people.    This  modeling  of  preventive 
behaviors  probably  has  more  influence  on  adolescents  than  we 
realize.    Conversely,  when  adults  exhibit  extreme  feelings 
of  confusion  and  insecurity  (perhaps,  for  example,  when 
going  through  a  divorce)  teens  may  feel  justified  in 
rejecting  the  validity  of  adult  values  and  engaging  in  risky 
situations . 

Another  factor  influencing  teen  behavior  is  their  stage  of 
moral  development.    In  early  stages  of  moral  development, 
children  make  behavior  choices  based  upon  their  desire  to 
obey  rules  and  avoid  punishment.    At  a  later  developmental 
stage,  young  people  choose  behaviors  that  will  help  them  to 
obtain  rewards,  have  favors  returned  or  avoid  disapproval  by 
others.    Eventually  the  actions  of  most  teenagers  tend  to  be 
guided  by  their  need  to  avoid  self-condemnation  and  maintain 
the  respect  of  others  in  the  community.    From  adolescence 
into  the  adulthood  years,  a  person's  focus  changes  from 
"I-ness"  to  "we-ness."    Though  initially  young  people  tend 
to  make  choices  and  resolve  issues  that  primarily  look  out 
for  their  own  interests,  their  decisions  gradually  come  to 
be  guided  by  concern,  respect,  and  connection  with  others. 
Teenagers  who  experience  self-respect  or  feel  a  bonding  to 
others  or  to  society  may  be  less  likely  to  make  risky, 
irresponsible  choices. 

Adults  can  enhance  adolescents'  self-esteem  and  encourage 
their  sense  of  responsibility  and  concern  for  the  effect 
their  actions  will  have  on  other  people  in  their  lives. 
Until  teens  reach  a  more  mature  stage  of  moral  reasoning, 
parents  and  society  can  help  protect  them  by  establishing 
clear  rules. (4) 

Profile  of  Teens         Which  teenagers  are  most  likely  to  experience  an  injury?  As 
Most  Vulnerable       mentioned  previously,  the  injury  death  rate  of  adolescent 
to  Risk  males  is  more  than  two  times  the  rate  of  females  the  same 

age.    Additional  risk  factors  include  social  disruption, 
divorce,  and  other  stressful  family  situations.  Parental 
alcoholism,  for  example,  may  increase  the  likelihood  of 
adolescent  injury.    The  injury  risks  of  alcoholics  have  been 
well  established  in  the  literature;  perhaps  their  children 
have  an  increased  injury  risk  because  of  shared  lifestyles 
and  exposure  to  hazards,  attention-seeking  behavior,  poor 
supervision,  or  the  possibility  of  physical  abuse. 
Adolescent  sons  of  alcoholic  fathers  may  be  particularly 
susceptible  to  increased  injury  rates  due  to  role  modeling 
or  to  the  teen's  own  problem  drinking. 

(4)vince  C  J,  Lang  C,  Molloy  P,  Northrup  D.  Preventing 
Adolescent  Injury:  Roles  for  Health  Professionals.  The 

New  England  Network  to  Prevent  Childhood  Injuries. 

Newton,  MA:    Education  Development  Center,  Inc.,  1989. 
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As  part  of  the  Massachusetts  Child  Death  Study,  researchers 
assessed  the  psychosocial  circumstances  of  children  who  died 
from  injuries.    In  34  percent  of  the  injury-related  deaths, 
the  study  identified  the  presence  of  social  risk  (i.e., 
personal  or  family  problems  that  are  recognized  by 
professionals  as  needing  intervention).    High  proportions  of 
children  with  a  social  risk  profile  were  identified  among 
those  who  died  of  suicide  (79%),  homicide  (55%),  and  single 
motor  vehicle  crashes  (27%).    The  Child  Death  Study  used  the 
following  factors  as  indicators  of  social  risk:    physical  or 
developmental  disability;  chronic  medical  problem;  previous 
or  current  legal  involvement;  history  of  substance  abuse; 
family  violence,  chaos  or  discord  (threats,  runaway 
episodes);  history  of  child  abuse/neglect;  mental  or 
behavioral  disturbance  including  self -destructive  behavior, 
suicide  attempt,  suicide  ideation.    The  study  also  noted 
that  three -fourths  of  the  adolescents  identified  as  having  a 
social  risk  profile  were  not  receiving  any  social  or  mental 
health  services  at  the  time  of  death. 

Another  study  suggested  that  biological  maturation  may  be  a 
predictor  of  adolescent  risk  taking.    The  study  hypothesized 
that  risk-taking  behavior  may  be  especially  apparent  among 
early-maturing  females  and  late-maturing  males.    A  girl  who 
is  physically  mature  at  a  young  age  may  seek  more 
independence,  have  older  friends,  and  be  more  involved  with 
boys  (thus  exposing  the  girl  to  dangers  that  so  frequently 
cause  boys  to  be  injured).    One  or  all  of  these  factors  may 
pressure  a  girl  to  experiment,  even  though  she  may  still 
lack  the  cognitive  or  emotional  skills  needed  to  perceive 
the  risks  and  weigh  the  consequences.    The  late -maturi ng  boy 
is  at  risk  for  different  reasons:    often  seen  as  less 
masculine  and  perhaps  less  athletic,  he  may  lack  confidence 
and  self-esteem.    He  is  also  at  a  physical  disadvantage,  and 
is  probably  unable  to  succeed  at  the  physical  challenges 
proposed  by  larger  boys;  if  he  consumes  alcohol,  his  lesser 
body  weight  will  cause  him  to  be  intoxicated  more  rapidly 
than  his  friends.    To  prove  himself  in  the  eyes  of  his 
peers,  the  late -maturi ng  boy  may  be  highly  prone  to  take 
risks.  (5) 


(5)lrwin  CE,  Mill stei n  S.  Biopsychosocial  correlates  of 
risk-taking  behaviors  during  adolescence.    J.  Adolescent 
Health  Care  1986;  7:  825-965. 
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Using  the  SAFETEEN  Materials 


The  SAFETEEN  program  was  created  primarily  for  use  in 
adolescent  health  care  settings.    It  is  also  appropriate  to 
implement  SAFETEEN  in  settings  such  as  school  guidance  or 
adjustment  counselor  offices,  community  agencies,  and  teen 
outreach  programs.    SAFETEEN  is  an  easy-to-use  program 
comprised  of  a  questionnaire  to  be  completed  by  the 
adolescent,  a  medical  record  sticker,  and  the  SAFETEEN 
Counseling  Guide  which  provides  background  and  support 
information  to  help  implement  your  injury  prevention 
counseling  programs. 

Both  the  American  Academy  of  Pediatrics  (AAP)  and  SCIPP  have 
developed  anticipatory  guidance  programs  for  use  with  young 
children  in  pediatric  settings.    The  TIPP  ("The  Injury 
Prevention  Program")  materials  from  the  AAP  and  the  SCIPP 
SAFECHILD  program  provide  injury  prevention  information  for 
parents  of  children  ages  0-6;  a  newly  developed  TIPP  package 
provides  pediatric  counseling  guidelines  for  children  in  the 
elementary  years  (aged  6-12).    SAFETEEN,  designed  to  address 
the  particular  developmental  injury  risks  of  adolescents 
(ages  13-19),  begins  where  the  TIPP  and  SAFECHILD  programs 
leave  off. 

In  our  discussions  with  health  care  providers,  we  learned 
that  the  safety  education  needs  of  adolescents  vary  from 
setting  to  setting.  For  this  reason,  we  encourage  you  to 
assess  your  population  and  use  the  components  of  SAFETEEN 
that  best  suit  the  needs  of  your  staff  and  your  patients. 
As  you  make  decisions  about  the  emphasis  of  your  SAFETEEN 
agenda,  keep  these  points  in  mind: 

•  What  works  best  with  one  adolescent  may  be  ineffective  or 
inappropriate  with  another. 

•  Teens  may  have  very  different  risk  issues:    one  teen  may 
be  aggressive  and  acting  out  while  another  may  focus 
aggression  inward  and  be  at  risk  for  suicide. 

•  Your  community  may  have  particular  safety  risks  that  need 
to  be  addressed  through  your  injury  prevention  program. 
For  example,  it  may  have  a  dangerous  quarry  where  teens 
swim,  a  problem  with  gang  violence,  or  a  large  population 
of  recent  immigrants  who  are  unfamiliar  with  the  fire 
risks  of  their  housing. 


Working  With  Ultimately,  use  of  the  SAFETEEN  materials  should  increase 

Adolescents  the  quantity  and  quality  of  the  information  exchanged 

between  the  clinician  and  the  adolescent  patient.  While 
most  health  care  providers  have  extensive  experience  talking 
to  patients  (and  their  parents)  about  health  concerns,  the 
subject  of  injury  prevention  does  present  some  special 
considerations.    As  you  may  have  noted,  injury  prevention 
counseling  raises  issues  that  are  common  to  all  types  of 
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preventive  health  care,  including  denial,  fatalism,  and 
social  risk  factors. 

The  combination  of  these  factors,  along  with  the  adolescent 
patient's  lack  of  accurate  knowledge,  usually  makes  injury 
prevention  a  low-interest  issue  for  teens.    Data  suggest, 
too,  that  many  clinicians  are  not  providing  health 
counseling  that  correlates  with  their  patients'  involvement 
in  health -compromising  behaviors.    When  first  year  college 
students  were  asked  about  the  extent  of  health  counseling 
they  had  received  from  their  primary  physician,  90  percent 
reported  having  received  no  counseling  on  the  topics  of 
suicide  or  safety  belt  use.    Of  the  15  topics  about  which 
students  were  questioned,  injury-related  issues  received  the 
least  amount  of  physician  attention. 

(6) 

Perhaps,  because 
of  time  constraints,  health  care  providers  feel  constricted 
in  the  amount  of  time  they  can  devote  solely  to 
conversation.    Or  perhaps,  if  a  clinician  adheres  to  disease 
paradigms,  adolescents  are  viewed  as  a  generally  healthy 
population  and  their  behavioral  risks  are  not  addressed.  An 
additional  factor  contributing  to  this  lack  of  counseling 
may  be  that  teens  seek  health  care  infrequently,  and  most 
often  for  treatment  of  an  illness  rather  than  general  health 
maintenance. 

But,  both  the  increased  importance  of  health  counseling  and 
the  importance  of  preventing  injuries  in  the  teen  years  have 
been  quite  clearly  established.    The  movement  toward 
preventive  medicine  suggests  that  management  of 
behavior-related  health  problems  must  become  more  oriented 
towards  the  etiologies  rather  than  just  to  repair  of  the 
consequences.    Injury  prevention  education  must,  therefore, 
become  part  of  the  core  of  quality  medical  care  for 
adolescents . 

The  life  style  habits  and  behaviors  that  teens  adopt  or 
reject  will  ultimately  influence  their  lives.    But,  until 
teenagers  are  able  to  think  abstractly,  prevention  efforts 
must  focus  on  persuading  them  to  think  about  future 
consequences  of  actions  they  take  today.    As  a  clinician, 
you  will  need  to  find  ways  to  "sell"  the  importance  of 
injury  prevention  and  the  value  of  safety  to  your  adolescent 
patients.    This  task  is  essential  -but  it  is  not  often 
easy.    As  you  increase  your  efforts  to  include  injury 
prevention  in  the  routine  of  your  health  care  setting,  it 
may  be  useful  to  keep  the  following  notes  in  mind: 

Increasing  Knowledge 

•    Do  give  information  to  help  teens  make  safer  choices,  but 
be  sure  to  provide  it  in  positive,  manageable  amounts. 
If  you  think  the  adolescent  is  likely  to  be  overwhelmed 

(6)joffe  A,  Radius  S,  Gall  M.  Health  Counseling  for 
adolescents:    What  they  want,  what  they  get,  and  who 
gives  it.     Pediatrics  1988;  82  (pt  2):  481-485. 
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or  "turned  off,"  target  only  the  one  or  two  risks  that 
are  of  greatest  concern.    Address  the  extreme  behaviors 
or  the  situations  that  you  feel  place  the  adolescent  at 
greatest  risk. 

Remember  to  talk  with  teens  -not  at  them  or  over  them. 
Show,  by  your  verbal  and  nonverbal  cues,  that  you  are 
truly  interested  in  listening  and  are  prepared  to 
problem-solve  with  them. 

Don't  make  the  patient  feel  embarrassed  about  having 
insufficient  or  incorrect  information.    If,  for  example, 
a  teenager  tells  you  that  "seat  belts  don't  really  help 
if  you're  in  an  accident,"  try  responding  with  the 
correct  information  or  with  an  anecdote  that  doesn't  make 
the  teen  feel  "stupid."    Perhaps  saying  something  such 
as,  "A  lot  of  people  feel  that  way,  but  people  who  have 
been  in  crashes  and  were  wearing  their  safety  belts 
really  believe  that  it  was  the  belt  that  saved  them,"  or 
"I  had  two  teenage  patients  who  were  in  crashes  last 
year--the  one  wearing  his  safety  belt  had  a  few  bruises 
and  a  stiff  neck  -the  one  who  wasn't  went  through  the 
windshield  and  needed  plastic  surgery  on  her  face.  .  ." 
Try  to  provide  examples  that  are  concrete,  real,  and 
focus  on  the  individual  consequences  of  risk  taking. 

Citing  statistics  is  generally  ineffective  with  young 
people.    Percentages,  decimal  points,  and  odds  are 
"boring"  for  teens,  and  do  not  seem  to  be  applicable  to 
their  own  lives. 

Emphasize  that  knowledge  is  power:    choosing  a  safer 
action  or  behavior  shows  positive  power  in  their  own 
self-control.    This  approach  may  help  make  someone  feel 
stronger  and  more  in  charge  of  his  or  her  own  destiny. 

Comment  on  any  positive  practices  that  the  adolescent 
mentions,  and  use  this  as  a  way  to  bring  up  a  related 
issue.    "It's  great  that  you  are  prepared  for  an 
emergency  in  your  own  home.    I  see  that  you  babysit--how 
could  you  prepare  for  emergencies  that  might  happen  when 
you ' re  babysitting?" 

Providing  written  information  to  supplement  your  verbal 
messages  can  be  helpful  with  some  adolescents.  Written 
materials  should  be  simple  (around  fourth  grade  reading 
level)  and  appropriate  for  the  age,  language,  culture  and 
community  of  the  patient.    Assess  the  patient's  abilities 
and  motivation  before  determining  which,  if  any, 
materials  would  be  useful  for  her  or  him.    Try  to  sense 
the  likelihood  of  the  person's  gaining  knowledge  from 
brochures  or  information  sheets.    Though  some  teens  will 
be  quite  eager  to  receive  such  materials,  others  will 
find  them  bothersome.    Consider,  too,  that  an  adolescent 
may  have  very  limited  reading  skills  and/or  a  language 
barrier. 
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Obviously,  you  should  make  every  attempt  to  provide 
materials  that  are  written  specifically  for  the  languages 
and  cultures  of  your  patients.    For  teens  who  do  not 
receive  your  written  information,  be  sure  to  provide 
extra  verbal  emphasis  to  the  messages  contained  in  the 
written  materials.    Finally,  keep  in  mind  the  fact  that 
some  adolescents  are  seeking  medical  care  confidentially 
and  do  not  want  to  have  any  "evidence"  of  their  health 
care  visit.    If  this  is  the  case,  you  may  find  your 
brochures  and  handouts  scattered  around  your  parking  lot 
or  stashed  in  the  nearest  trash  receptacle.    If  you  do 
provide  written  materials,  consider  placing  a  "recovery 
basket"  in  a  strategic  location  (perhaps  near  the  exit 
door  or  in  the  hallway)  with  a  sign  that  reads,  "Please 
place  unwanted  brochures  here." 

•    As  a  health  care  provider,  you  also  serve  as  a  role 

model.    It  is  important  that  you  reinforce  your  messages 
through  your  own  behavior.    If  you  stress  to  teens  how 
important  it  is  to  wear  a  safety  belt  and  are  then 
observed  not  buckling-up,  your  counseling  will  have  very 
little  credibility. 

Dealing  With  Fatalism  and  Denial 

The  involvement  of  physicians  and  other  health  care 
providers  is  crucial  in  helping  to  change  fatalistic 
attitudes.    Motivating  teens  to  be  concerned  about 
preventing  injuries  and  helping  them  to  develop  confidence 
that  reducing  risk  is  within  their  control  is  essential  to  this 
task,  and  should  precede  any  strictly  informational 
prevention  counseling.    Recognize  that  some  teens  treat 
"dares"  very  seriously.    They  feel  the  need  to  take  an 
obviously  dangerous  risk  in  order  to  protect  their  images  or 
reputations.    Talk  with  these  teens  about  potential 
long-term  effects  of  accepting  a  dare  versus  the  short-term 
anxiety  they  might  feel  when  they  "get  grief"  from  their 
peers  for  having  opted  out  of  a  dangerous  situation. 

In  your  counseling  session,  emphasize  that  the  adolescent 
can  take  active  measures  to  protect  his  or  her  own  body  from 
injury.    Explain  that  just  as  we  know  how  most  diseases  are 
caused  and  passed  along  from  person  to  person,  we  know  what 
causes  most  injuries.    And,  just  as  we  have  learned  to 
prevent  many  diseases  from  killing  young  people  in  our 
country,  we  have  also  learned  how  to  prevent  deadly 
injuries.    Remember  to  avoid  the  use  of  the  term  "accident" 
as  much  as  possible --"accident"  implies  that  the  incident  is 
an  unavoidable  calamity  rather  than  a  predictable, 
preventable  event. 

By  verbalizing  your  concern  for  their  health,  try  to  help 
adolescent  patients  understand  the  reality  of  the  risks  in 
their  behaviors.    Try  to  arouse  sufficient  concern  to 
support  a  behavior  change  without  creating  so  much  anxiety 
that  avoidance  and  denial  increase.    Bring  the  concept  of 
injury  risk  close  to  home  by  discussing  an  injury  that 
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occurred  in  the  community,  to  another  teen,  or  even  to  a 
member  of  your  own  family.    This  approach  may  help  the 
adolescent  to  identify  more  closely  with  the  situation  and 
connect  with  the  concept  that  injuries  are  not  something 
that  happen  only  to  distant,  unknown  "others." 

Acknowledging  Stress 

The  adolescent  years  are  notorious  for  the  changes  and 
stresses  they  bring.    Though  your  patients  may  be  physically 
healthy,  the  external  and  internal  pressures  of  their  lives 
may  cause  them  to  experience  a  loss  of  health.    Discuss  and 
acknowledge  the  stressors  in  your  patients'  lives;  be  alert 
to  ways  in  which  these  pressures  create  risks.    Let  teens 
hear  from  you  that  it  is  okay  to  refuse  a  risk,  and  discuss 
ways  for  them  to  back  away  from  a  situation.    Recognize  the 
reality  of  negative  peer  pressures,  and  provide  positive 
reinforcement  if  teens  mention  a  situation  in  which  they 
contemplated  a  risk,  but  went  against  the  tide  of  pressure 
to  take  the  risk  (e.g.,  if  they  avoided  a  fight  or  refused  a 
ride  with  a  drunk  driver). 


Establishing  The  SAFE1EEN  program  involves  the  completion  of  the 

SAFETEEN  Adolescent  Health  Counseling  Questionnaire  and  a  brief 

Protocols  follow-up  discussion  of  the  questionnaire  items.  The 

questionnaire  should  be  completed  by  the  adolescent  patient 
in  the  waiting  area  immediately  before  the  health  care 
visit.    It  would  be  helpful  to  provide  a  clipboard  and  a 
pencil  each  time  the  designated  staff  member  hands  out  a 
questionnaire.    The  staff  member  should  provide  a  brief 
explanation  of  the  materials.    Perhaps  say,  "This  is  a 
confidential  questionnaire  that  asks  about  your  health  and 
safety.    We  would  like  you  to  circle  your  answer  to  each 
question,  and  bring  the  questionnaire  in  with  you  to  the 
appointment.    The  doctor  (nurse  practitioner,  nurse,  health 
educator)  will  spend  a  few  minutes  talking  privately  with 
you  about  your  answers."    If  the  adolescent  refuses  to 
participate,  this  fact  should  be  noted  briefly  in  the 
medical  record. 

After  the  medical  exam  is  complete  and  you  have  discussed 
the  results  of  the  exam  with  the  patient,  review  the 
responses  on  the  SAFETEEN  Questionnaire.    You  are  urged, 
whenever  possible,  to  address  the  responses  to  all  of  the 
items.    If  you  assess  that  the  adolescent  is  disinterested 
or  unable  to  absorb  more  than  a  small  amount  of 
information  -or  if  your  time  is  very  1 imi ted  -choose  the 
items  that  are  of  greatest  concern  to  you  or  to  the  patient. 
For  example,  if  a  teen's  responses  indicate  that  he  or  she 
does  not  know  CPR  technique  (Question  15),  but  also 
indicates  that  the  teen  has  been  sexually  exploited 
(Question  22),  common  sense  dictates  that  the  vast  majority 
of  your  time  be  spent  on  the  latter  issue.    The  Medical 
Record  Sticker  can  be  used  to  record  which  topics  are 
discussed  during  each  medical  visit.    Simply  fill  in  the 
date  next  to  each  topic  covered  during  the  appointment 
(Figure  V) . 
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Figure  V 


SAFETEEN  Medical  Record  Sticker 


SAFETEEN 

Injury  Prevention  Counseling 

TOPIC:                                      DATES  COUNSELED: 

TOPIC:                                      DATES  COUNSELED: 

Tar  Safety                                   I         I         1         1         I  1 

Someone  to  Talk  to 

Helmet  Use                           1  1       1        1       1  1 

Fver  Hit/Threateneri                                    1        1        1  1 

Fire  Safety                              1  1111  1 

Fighting                                 1       1       1       1       1  1 

Swimming                            1  1       L      1       1  1 

Abuse  at  Home  III 

Sports                                 1        1       1       1       1  1 

Sexual  A<^ault/Ahuse                                                 1  1 

Inh                                       1       1       1       1       1  1 

Arrets  tn  Weapons  III 

Babysitting                            1  1       1       1       1  1 

Hurting  Self                                 1         1         1         1         1  1 

Fmergencies                              1        1        1        1        1  1 

To  help  establish  and  run  a  SAFETEEN  program  in  your 
setting,  you  will  need  to  discuss  its  implementation  with 
all  staff  members.    Either  as  part  of  a  routine  staff 
meeting  or  at  a  special  meeting  time,  include  a  discussion 
of  SAFETEEN  in  the  agenda.    Try  to  generate  ideas  and  make 
decisions  about  the  following: 

•  When  will  you  begin  to  implement  SAFETEEN?    Will  you 
begin  the  program  with  a  particular  age  group  (for 
example,  13-to  15-year-olds)  or  will  you  involve  all  teen 
patients  in  the  program? 

•  At  what  point  during  the  medical  visit  will  you  discuss 
the  questionnaire  results?    We  recommend  waiting  until 
after  the  medical  exam,  immediately  after  medical  results 
and  concerns  have  been  discussed.    By  placing  your  injury 
prevention  counseling  here,  it  may  indicate  to  the 
adolescent  that  you  consider  the  prevention  of  injury  to 
be  part  of  their  medical  well-being. 

•  Who  will  be  in  charge  of  the  program?    Especially  in 
larger  offices,  it  may  be  helpful  to  designate  a  SAFETEEN 
coordinator.    This  person  should  make  sure  that  your 
supply  of  questionnaires,  stickers,  and  handouts  is 
adequate,  and  may  also  be  the  staff  member  responsible 
for  training  new  employees  to  use  SAFE1EEN.    How  often 
will  such  trainings  be  scheduled?    Who  will  be  involved? 
What  should  be  included  on  the  agenda? 

•  Will  you  use  the  Medical  Record  Sticker?    Will  you  keep 
the  completed  questionnaire  as  part  of  the  patient's 
medical  record? 

•  If  staff  members  notice  any  trends  in  patient  responses 
or  have  concerns  about  a  particular  issue  or  patient,  how 
will  this  information  be  shared?    What  type  of  follow-up 
or  referral  system  will  be  established? 
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Anticipatory 
Guidance  for 
Injury  Prevention 


The  SAFE1EEN  Questionnaire  includes  24  topics  that  address 
risks  and  risk-taking  behaviors  of  adolescents.  The 
information  provided  on  the  following  pages  is  intended  to 
supply  basic  facts  as  well  as  counseling  considerations  and 
suggestions  on  each  topic.    By  reading  through  these 
counseling  notes,  you  can  increase  your  own  background 
knowledge  and  perhaps  feel  better  prepared  for  your  injury 
prevention  discussions. 

On  the  following  page  is  a  sample  of  the  SAFETEEN 
Questionnaire.    For  your  convenience,  the  responses  that 
would  indicate  that  the  adolescent  is  at  risk  for  injury  are 
circled.    An  additional  copy  showing  the  at-risk  answers  has 
been  included  with  the  SAFEIEEN  handout  materials.    You  may 
wish  to  keep  this  within  view  for  quick  reference  when 
counseling  your  patients. 

Do  keep  in  mind  the  fact  that  some  teens  may  not  answer  the 
questionnaire  with  complete  honesty.    The  teens'  responses 
on  the  questionnaires,  combined  with  your  knowledge  of  their 
health,  social,  and  family  histories,  should  assist  you  in 
prioritizing  your  injury  prevention  counseling. 
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SAFETEEN 

Adolescent  Health  Counseling  Questionnaire 

We  would  like  to  know  about  you  and  your  risk  of  injury.  Please  circle  your  answer  for  each  question. 


TOPIC 

CARS  AND  BIKES 

1.  Do  you  always  wear  a  seatbelt  when  you  drive  or  ride  in  a  car? 

2.  Do  you  ever  drive  or  ride  in  a  car  that  is  speeding? 

3.  Do  you,  or  does  anyone  you  know,  drive  after  drinking  or  using  drugs? 

4.  Do  you  ride  a  bicycle? 

5.  Do  you  ride  a  mini-bike/moped 

motorcycle 
snowmobile 
or  ATV? 

6.  Do  you  always  wear  a  helmet  while  riding  a  bicycle,  mini-bike,  motorcycle, 
snowmobile  or  ATV? 


CIRCLE  ONE 


YES 
<YES> 


FIRES 

7. 
8. 
9. 
10. 


Do  you,  or  does  anyone  in  your  home,  smoke  in  bed'' 

Do  you  have  smoke  detectors  in  your  home? 

Is  there  an  escape  plan  to  get  out  of  your  home  in  case  of  a  fire? 

Do  you  know  what  to  do  if  your  clothing  catches  on  fire? 


YES 


_YES 
YES 
YES 
YES 


(NO) 
NO 
NO 
NO 
NO 
NO 
NO 
NO 


SPORTS  AND  JOBS 

11.  Do  you  know  how  to  swim? 

12.  Do  you  play  any  sports? 

13.  Do  you  have  a  job? 

14.  Do  you  know  what  to  do  if  an  emergency  happens 
while  you  are  babysitting? 

EMERGENCIES 

15.  Does  anyone  in  your  home  know  CPR? 

16.  Is  there  a  list  of  emergency  phone  numbers  on  (or  next  to)  your  phone? 

ANGER,  VIOLENCE  AND  GETTING  HELP 

17.  Do  you  have  someone  to  talk  with  when  you  are  depressed,  angry  or 
troubled? 

18.  Have  you  ever  been  hit,  injured,  or  threatened  by  anyone? 

19.  Have  you  been  in  any  fights  (pushing,  hitting)  in  the  last  year?  (how  many) 

20.  Do  you,  or  does  anyone  you  know,  ever  carry  a  weapon? 

21.  Have  you  been  hit  or  injured  by  anyone  at  home  in  the  last  year?  (how  many 
times) 

22.  Have  you  ever  experienced  any  unwanted  sexual  contact?  (For  example, 
touch,  fondling  or  sexual  intercourse  that  was  against  your  will?) 

23.  Is  there  a  gun  in  your  home? 

24.  Have  you  ever  thought  about  hurting  yourself? 


<Jno>  (Tdont  know; 


NO 
NO 


YES       (fN(lP>     DON'T  BABYSIT 


^YEST 


YES 
YES 


CnQ^  DON'T  KNOW 
(no)    DON'T  KNOW 


(jjc£>  <^^^sur|> 

NO 


2-4  5-10 


l(D  +  > 


2-4  5-10 


10  + 


DON'T  KNOW 


Statewide  Comprehensive  Injury  Prevention  Program  Massachusetts  Department  of  Public  Health.  1989 
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Car  Safety 

(Questionnaire  Items  1,  2,  and  3) 

"Vicky's  friends  agreed  that  they  occasionally  drink  too  much  and 
have  some  problems.  But  they  say  there's  not  much  to  do.  It's  a 
drinking  town."  Vicky  died  in  a  car  crash. 

In  1987,  7895  teens  and  young  adults  (ages  13-20)  died  in 
motor  vehicle  crashes,  the  number  one  killer  of  our  youth. 
Nearly  half  of  all  deaths  of  16-to  19-year-olds  are  caused 
by  motor  vehicle  crashes,  and  16-year-olds  have  higher  crash 
rates  than  any  other  age.    Young  males  driving  at  night  are 
particularly  at  risk:    their  night-time  fatal  crash 
involvement  is  almost  four  times  higher  per  mile  than 
day-time  involvement. 

A  key  road  safety  issue  is  speeding — the  strongest 
behavioral  predictor  of  crash  involvement  among 
Massachusetts  teens.    Teen  deaths  in  which  speed  was  a 
factor  increased  in  Massachusetts  51  percent  from  1983  to 
1987;  44  percent  of  teens  exceed  the  speed  limit  by  20  plus 
miles  per  hour  every  week;  one-third  of  speeding  deaths 
involve  a  teen  driver;  and  speed  is  a  factor  in  56  percent 
of  teen  fatal  crashes.    Teenage  drivers  who  speed  regularly 
are  very  likely  to  drive  drunk  or  drugged,  not  use  safety 
belts,  run  red  lights,  and  make  illegal  turns. 

(7) 

A  second  important  counseling  issue  is  the  use  of  safety 
belts.    Teenagers  are  less  likely  than  any  other  age  group 
to  use  safety  belts  consistently  .    The  likelihood  of  death 
or  serious  injury  can  be  reduced  by  50  percent  with  the  use 
of  seat  belts.    If  the  teen  marked  on  the  questionnaire  that 
he  or  she  does  not  always  wear  a  safety  belt,  ask  "why 
not?"    (Currently  in  Massachusetts,  use  of  a  car  seat  or 
safety  belt  is  required  from  birth  through  age  12,  and  is 
also  required  for  student  drivers.)    Use  concrete  examples 
of  people  "saved  by  the  belt"  to  encourage  safety  belt  use 
with  your  patients.    If  any  of  your  patients  (or  someone  in 
the  patient's  family)  survived  a  car  crash  because  they  were 
wearing  their  seat  belts  or  riding  in  a  child  safety  seat, 
encourage  them  to  join  the  Saved  by  The  Belt  Club.    (A  copy 
of  the  Club's  "Survivor  Form"  is  included  with  your  SAFETEEN 
packet.)    Ask  about  belt  use  by  younger  siblings  and  parents 
or  guardians.    Ask  teens,  "Do  you  think  it's  okay  for  babies 
to  ride  without  being  buckled  up?    How  about 
five-year-olds?    Ten-year-olds?    Elderly  people?"  Perhaps 
if  they  can  cite  a  reason  why  any  of  these  other  age  groups 
should  be  properly  restrained,  it  may  provide  a  reason  to 
reconsider  their  own  belt  use.    If  teens  adhere  to  any  of 
the  usual  myths  about  safety  belts  ("You'll  be  trapped  in  a 

ingham,  R.  Speeding  crash  fatalities  increase  34%  in 
Massachusetts  1983-1987.    Boston,  Massachusetts:  Boston 
University  School  of  Public  Health,  1989. 
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burning  car,"  "1  can  stop  myself  from  hitting  the 
dashboard"),  replace  these  myths  with  clear  and  correct 
information . 

Over  half  of  all  serious  crashes  among  teens  involve 
alcohol.    Discuss  how  alcohol  can  impair  a  driver  after  just 
one  drink.    If  the  teen  doesn't  know  what  his/her  options 
are  when  a  driver  is  intoxicated,  suggest  the  following: 

take  the  keys  away 

share  a  ride  with  a  sober  driver 

sleep  over 

call  a  parent,  friend,  or  taxi  for  a  ride. 

You  might  suggest  that  the  teen  sign  a  contract  with  a 
parent  or  guardian  who  will  help  if  faced  with  such 
ci  rcumstances . 

For  additional  information  on  this  subject  refer  to  the 
booklet  "Teenage  Drivers"  which  has  been  included  in  this 
SAFE1EEN  packet.    For  additional  copies  of  this  brochure, 
produced  by  the  Insurance  Institute  for  Highway  Safety,  call 
the  Massachusetts  Passenger  Safety  Program  at  1  -800 -CAR-SAFE . 

Bicycles  and  Other  Vehicles 

(Questionnaire  Items  4,  5  and  6) 

Shawn  lived  in  a  rural  area  of  the  state,  and  until  he  and  his  friends 
were  old  enough  to  get  their  driver's  licenses,  bicycles  provided  their 
transportation.  Shawn  was  riding  home  after  basketball  practice 
one  afternoon  when  he  swerved  to  avoid  a  rut  in  the  road.  The  driver 
of  a  passing  car  was  not  paying  close  attention  to  the  road  ahead,  and 
didn't  expect  Shawn  to  dart  in  front  of  his  car.  Shawn  received  a 
head  injury  and  required  more  than  six  months  treatment  in  a  rehab 
center;  his  memory  and  motor  skills  were  permanently  damaged. 

Teen  bicycle  riders  comprise  about  one -quarter  of  all 
bicyclist  deaths.    For  teens  who  ride  a  bike  or  any 
motorized  vehicle  (ATV,  moped,  motorcycle,  snowmobile)  the 
most  important  issue  to  stress  is  the  use  of  protective  head 
gear.    With  the  exception  of  elite  athletes,  bicycle  helmet 
use  was  extremely  uncommon  until  this  decade.    In  recent 
years,  helmet  use  has  increased  -but  they  are  still 
unpopular  with  adolescents.    Many  teens  think  that  bike 
helmets  are  "stupid  looking." 

Helmets  can  significantly  reduce  the  risk  of  serious  head 
injury,  the  leading  cause  of  death  in  motor  vehicle-bike 
collisions.    A  recent  study  concluded  that  riders  with 
helmets  had  an  85  percent  reduction  in  their  risk  of  head 
injury  and  an  88  percent  reduction  in  their  risk  of  brain 
injury. (8)  you  might  try  to  influence  helmet  use  by 

(8)lhompson  RS,  Rivara  FP,  Thompson  DC.    A  case  control 
study  of  the  effectiveness  of  bicycle  safety  helmets. 
N  Engl  J  Med  1989;  320:  1361-1367. 
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emphasizing  how  helmets  can  make  bike  riders  look  like 
"pros"  or  serious  athletes.    New  helmet  designs  are  very 
sleek  looking,  and  can  be  purchased  in  "macho"  or  designer 
styles.    It  may  be  useful  to  have  a  bike  helmet  (or  two)  on 
hand  to  use  as  visual  aids. 

Motorcycles  are  especially  dangerous:    the  death  rate  per 
mile  on  motorcycles  is  15  times  the  rate  for  cars. 
Teenagers  comprise  17  percent  of  all  motorcycle  deaths. 
Fortunately,  motorcycle  helmet  use  is  required  in 
Massachusetts- -but  teens  traveling  out  of  state  may  have  the 
option  to  remove  their  helmets.    If  the  teen  drives  or  rides 
on  a  motorcycle,  discuss  the  need  for  extra  caution  and  the 
absolute  necessity  of  helmet  use. 

All-terrain  vehicles  -commonly  called  ATVs --are  also 
notoriously  dangerous.    There  is  no  license  required  for 
drivers  of  ATVs,  and  these  unstable  vehicles  are  often 
driven  on  unpaved  back  roads  and  through  wooded  areas. 
Recommend  against  their  use  --and  recommend  safe  practices 
for  those  who  do  use  ATVs:    helmet  use,  no  passengers,  ride 
on  familiar  paths  and  roads;  watch  out  for  sudden  drops  in 
the  terrain  and  obstacles  such  as  fences,  wires,  and  chains 
across  the  roadway,  and  ride  at  low  speeds. 


Fire  and  Burn  Prevention 

(Questionnaire  Items  7,  8,  9  and  10) 

Kim,  age  14,  died  in  a  single  family  housefire  which  occured  during 
early  hours  of  the  morning.  The  blaze  was  caused  by  a  cigarette  left 
smoldering  in  the  sofa  of  the  first  floor  livingroom.  The  only  smoke 
detector  was  in  the  basement.  The  back  door  was  nailed  shut  and 
large  amounts  of  trash  on  the  front  porch  hampered  firefighters' 
attempts  to  get  into  the  burning  house. 

Careless  smoking  (quite  often  when  the  person  is  under  the 
influence  of  alcohol,  illegal  drugs,  or  prescribed 
medication)  is  the  leading  cause  of  fire  deaths  in 
Massachusetts.    Stress  to  the  adolescent  that  if  anyone  in 
the  house  smokes,  someone  in  the  household  should  check  the 
chair,  sofa,  rug,  or  bed  for  lit  materials  before  going  to 
sleep,  particularly  if  the  smoker  also  uses  alcohol  or  other 
drugs . 

In  some  Massachusetts  communities,  especially  where  there 
are  many  multistory  wooden  houses,  the  fire  incidence 
rate  is  high.    It  is  estimated  that  properly  functioning 
smoke  detectors  could  eliminate  at  least  half  the  fire 
deaths  in  this  country.    Suggest  that  teens  check  the 
detectors  in  their  homes  on  a  monthly  basis;  if  there  are  no 
detectors,  have  them  urge  their  parents  or  guardians  to 
correct  this  problem.    (If  the  family  rents  their  home,  the 
landlord  must  provide  detectors.)    Remind  the  teen  never  to 
remove  detector  batteries  without  replacing  them  immediately. 
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Remind  teens  that,  more  people  die  from  smoke  than  from 
flames;  a  person  can  be  overcome  by  smoke  within  seconds. 
If  there  is  smoke,  crawl  low  (smoke  rises,  so  the  best  air 
will  be  near  the  floor).    Call  the  fire  department  when  out 
of  the  home  safely,  and  never  go  back  inside,  until  the  fire 
department  says  it  is  safe  to  do  so.    Suggest  that  the  teen 
make  and  practice  a  fire  escape  plan  with  his  or  her 
family.    Remind  teens  that  young  children  might  try  to  hide 
from  fires  -and  need  special  attention  when  practicing. 

If  teens  indicate  that  they  know  what  to  do  if  their 
clothing  catches  fire,  ask  them  to  describe  the  procedure. 
They  should  know  that  they  must  drop  immediately  to  the 
floor  or  ground,  cover  their  faces  with  their  hands,  and 
roll  back  and  forth  until  the  flames  have  died.    They  should 
seek  medical  attention  immediately  for  any  serious  burn 
injury.    Minor  burns  should  be  treated  under  cool  running 
water  right  away.    Handouts  on  smoke  detectors,  exit  drills 
and  the  Stop,  Drop  and  Roll  procedure  are  included  in  this 
packet. 


Sports  Injury  Prevention 

(Questionnaire  Items  11  and  1?) 

Toni  and  her  friends  were  celebrating  the  end  of  school.  They  had 
taken  several  6-  packs  of  beer  to  a  nearby  lake,  and  had  been  drinking 
for  most  of  the  afternoon.  Toni  decided  to  cool  off,  and  dove  from  a 
raft  into  the  water.  She  struck  her  head  on  the  bottom  of  the  lake 
and  received  a  serious  cervical  fracture. 

When  we  think  of  injuries  or  deaths  associated  with  water, 
the  scenario  that  comes  to  mind  most  readily  is  of  the  very 
young  child  who  drowns  in  a  backyard  pool.  Swimming 
injuries  to  teens  generally  occur  in  very  different  ways. 
Teens  are  known  to  swim  in  places  that  put  them  at  risk  for 
drowning  -dangerous  ponds,  piers,  quarri es  -and  often  ignore 
an  "off  limits"  sign  while  doing  so.    Head  and  spinal  cord 
injuries  are  also  a  problem,  and  occur  when  teens  dive  head 
first  into  water  that  is  too  shallow.    Alcohol  has  been 
implicated  in  a  majority  of  teen  drownings  and  water-related 
injuries . 

•  If  a  teen  states  that  he/she  does  not  know  how  to  swim, 
talk  about  the  reasons  why  it  would  be  beneficial  to 
learn.    Are  there  places  in  your  community  where  teens 
can  take  swimming  lessons  with  other  teens  or  adults? 

•  If  the  teen  does  know  how  to  swim,  ask  where  he  or  she 
usually  swims  (pool,  lake,  ocean).  If  you  know  of  any 
hazardous  bodies  of  water  in  your  community,  talk  with 
the  patient  about  the  dangers. 

•  Remind  teens  that  alcohol  impairs  their  judgment 
everywhere  -  not  just  in  a  car.    Drinking  when  swimming 
or  boating  are  potentially  lethal  combinations. 
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•  When  swimming  in  unknown  waters,  always  enter  the  water 
slowly  "feet  first,  first  time"  rather  than  diving  head 
first.  This  will  let  individuals  know  the  depth  of  the 
water  while  lessening  the  chance  of  head  or  spinal  cord 
injury.  Also  remind  patients  that  during  droughts, 
lakes,  ponds,  or  streams  that  are  familiar  swimming  areas 
are  likely  to  be  more  shallow,  and  may  present  a  diving 
hazard  that  does  not  ordinarily  exist. 

Sports  injuries  are  a  widespread  problem  among  Massachusetts 
youth,  and  are  most  problematic  for  adolescents:    SCIPP  data 
show  that  sports  were  the  leading  cause  of  injury  among 
12-  to  16 -year-olds .    The  U.S.  Consumer  Product  Safety 
Commission  reports  that  three  to  five  million  sports-related 
injuries  are  treated  in  emergency  departments  each  year. 

Approximately  160,000  high  school  athletes  per  year 
participate  in  a  variety  of  contact  and  noncontact  sports  in 
353  Massachusetts  high  schools.    It  is  estimated  that  49,000 
of  these  students  will  be  seriously  injured  (enough  to  miss 
a  practice  or  game)  each  year  during  athletic  practices  and 
games . 

Sports  injuries  can  be  minimized  or  avoided  if  certain 
preventive  strategies  are  incorporated  into  athletic 
training  and  recreational  play.    The  most  important  and 
effective  preventive  steps  that  can  be  taken  include: 
thorough  preparticipation  physical  exams,  proper  strength 
and  conditioning  workouts,  use  of  appropriate  safety 
equipment,  proper  supervision,  adequate  hydration  and  rest, 
and  sufficient  rehabilitation  after  an  injury. 

Suggested  counseling  questions  include: 

•  Do  you  play  on  any  school,  after  school,  youth  group  or 
other  sports  teams?    Which  sports? 

•  Do  you  use  protective  equipment  when  you  play  (knee  pads, 
shin  guards,  mouth  guard,  eye  protection,  helmet,  etc.)? 

•  Do  you  spend  at  least  ten  minutes  warming  up  and  ten 
minutes  cooling  down  when  you  play  sports? 

•  Have  you  ever  had  a  sports  injury?    If  yes:    how  did  the 
injury  happen?    How  do  you  think  it  could  have  been 
prevented? 

•  After  your  injury,  how  soon  did  you  return  to  the  sport? 
Did  you  discuss  your  return  with  a  doctor  or  your 
coach/trainer? 
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Job-Related  Injuries 

(Questionnaire  Items  13  and  14) 

Sixteen- year-  old  Dwayne  was  working  at  his  after  school  job  at  a 
local  supermarket.  While  opening  boxes  to  re- stock  the  shelves,  the 
razor  he  was  using  slipped  and  lacerated  his  hand  and  thigh.  The 
injuries  required  extensive  suturing. 

Data  collected  by  SCIPP  on  injuries  in  Massachusetts 
(1979-1982)  indicate  that  work-related  injuries  accounted 
for  24  percent  of  the  injuries  to  adolescents  aged  14-19. 
Males  sustained  four  times  as  many  work  injuries  as 
females.    Figure  VI  illustrates  the  types  of  work-related 
injuries  experienced  by  adolescents;  almost  three-fourths  of 
these  injuries  were  caused  by  cutting  and  piercing,  being 
struck  by  an  object  or  overexertion.    Falls,  burns,  and 
foreign  bodies  accounted  for  another  21  percent.    Of  these 
workplace  injuries,  98  percent  resulted  in  emergency 
department  treatment;  two  percent  resulted  in  hospital 
admissions.    The  length  of  stay  in  the  hospital  was  greater 
for  adolescent  work -related  injuries  than  for  adolescent 
injuries  in  general . 

Figure  VI 

Adolescent  Work  -  Related  Injuries:  Nature  of  Injuries 


Source:    Statewide  Comprehensive  Iniury  Prevention  Program 
Massachusetts  Department  of  Public  Health 
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Counseling  points: 


•  If  teens  indicate  that  they  have  a  job,  discuss  the 
possible  risks  that  may  be  present  at  the  worksite.  Do 
they  handle  hot  foods  or  hot  grease?    Use  sharp  objects? 
Climb  ladders?    Use  equipment  or  machinery  that  may  cause 
an  injury?    Ask  patients  what  dangers  they  encounter  at 
their  jobs. 

•  Ask  patients  if  they  have  ever  been  injured  on  the  job. 
If  so,  how  could  the  injuries  have  been  prevented? 

•  Is  safety  equipment  available  on  the  job?    Does  the  teen 
use  it? 

•  Does  the  patient  know  what  to  do  in  response  to  an  injury 
(i.e.,  first  aid  techniques  to  use  until  medical  care  is 
avai lable)? 

•  If  the  teen  babysits,  ask  what  types  of  emergencies  she 
or  he  can  think  of  that  could  happen  while  taking  care  of 
children.    For  example,  does  the  teen  know  how  to  get 
children  out  of  the  home  if  a  fire  occurs  or  what  to  do 
if  a  child  chokes  on  food? 

•  Teenagers  who  babysit  should  always  know  the  whereabouts 
of  the  child's  parent  and  how  the  parent  can  be  reached. 
Back-up  phone  numbers  (neighbors,  relatives)  and 
emergency  numbers  should  also  be  easily  accessible.  If 
there  is  no  phone  available  where  the  teen  babysits,  and 
an  emergency  occurs,  ask  how  this  situation  would  be 
handled . 

•  You  might  suggest  that  the  teen  participate  in  a 
babysitter  training  course  offered  in  your  community  or 
suggest  enrollment  in  a  child  development  course 
available  through  many  high  school  home  economics 
departments . 


Seeking  Emergency  Help 

(Questionnaire  Items  15  and  16) 

Maria  was  at  home  on  a  Saturday  morning  when  she  heard  her 
mother  frantically  calling  her  father's  name.  Maria's  father  had  been 
eating  breakfast  when  he  fell  from  a  kitchen  chair;  his  face  was 
beginning  to  turn  blue.  Maria's  mother  was  calling  his  name  and 
shaking  him;  but  Maria  immediately  checked  her  father's  breathing, 
and  performed  the  Heimlich  maneuver  to  dislodge  food  from  his 
airway.  Her  father  began  to  breath  again  with  no  apparent  problem. 

Emergency  preparation  is  something  that  many  families  don't 
think  about  until  after  a  tragedy  has  occurred.  Adolescents 
can  suggest  that  family  members  be  better  prepared --and  can 
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better  prepare  themselves  for  emergency  situations.  If 
teens  do  not  have  first  aid  supplies  in  their  homes,  you 
might  suggest  that  they  take  on  the  task  of  assembling  a 
f i  rst  aid  kit . 

Learning  rescue  breathing  and  CPR  should  also  be 
encouraged.    Public  high  schools  often  provide  such  training 
for  interested  students;  American  Red  Cross  chapters  and 
most  local  hospitals  also  offer  it.    Encourage  any  interest 
that  a  teen  expresses  in  learning  these  life-saving 
techniques,  and  have  information  on  hand  about  where 
training  can  be  obtained  in  or  near  your  community.  You 
might  also  consider  offering  classes  through  your  office  or 
health  center.    Every  home  should  have  a  list  of  emergency 
numbers  located  on  or  next  to  every  phone.    Does  the  teen's 
community  have  a  911  emergency  system?    Many  Massachusetts 
cities  and  towns  do  not  yet  utilize  this  easy-access 
number.    Encourage  teens  to  make  a  list  of  emergency 
information  that  includes    ambulance,  fire,  police,  poison 
control  center,  the  home's  phone  number  and  address  (it's 
easy  to  forget  in  an  emergency!),  as  well  as  directions  to 
the  home.     If  they  have  younger  siblings,  the  teen  might 
help  out  by  teaching  them  when  and  how  to  use  the  phone  to 
call  for  help.    If  there  is  no  phone  in  the  patient's  home, 
talk  to  the  teen  about  a  plan  to  obtain  help  in  a  home 
emergency.    The  teen  can  be  encouraged  to  take  the  lead  in 
emergency  planning  for  the  family- -an  empowering,  adult 
activity. 


Depression  and  Suicide 

(Questionnaire  Items  17  and  24) 

The  coroner's  report  said  "For  the  last  several  months  Robin  acted 
differently.  Used  to  be  very  social  but  now  rarely  went  out;  rarely 
saw  friends.  Often  cried  about  not  having  a  job,  not  being  in  school, 
and  not  being  close  to  the  family."  Robin  committed  suicide. 

Suicides  among  the  15-24  age  group  have  tripled  since  1970 
to  become  the  second  leading  killer  of  adolescents  in  the 
United  States.    Between  1970  and  1980,  the  suicide  rate  for 
males  increased  60  percent.    Although  females  are  more 
likely  to  attempt  suicide,  males  are  more  likely  to  have 
their  attempts  end  in  death.    Nationwide,  in  1984,  about  15 
teenagers  killed  themselves  each  day.(^)    Research  has 
shown  that  the  increasing  availability  of  handguns  in  the 
home  has  made  this  weapon  a  common  method  of  suicide. 
Between  1970  and  1980,  the  use  of  firearms  in  teen  suicides 
increased  substantially    from  48  percent  to  63  percent. 
During  the  same  time  period,  suicide  by  drug  overdose  went 
down.     In  the  1985  Massachusetts  Child  Death  Study,  firearms 


(^Centers  for  Disease  Control.  Youth  Suicide  Surveillance 
1970-1989.     Atlanta,  GA :  1985. 


26 


were  the  leading  suicide  method   -36  percent,  followed  by 
hanging,  28  percent. 

For  adolescents,  their  unhappiness  and  depression  is 
sometimes  so  great  that  the  only  "way  out"  they  can  perceive 
is  suicide.    Both  external  factors,  such  as  divorce,  family 
violence,  and  stress  to  perform  and  achieve,  as  well  as 
internal  feelings  of  turmoil,  chaos,  and  hopelessness,  seem 
to  be  recurring  themes  in  the  lives  of  adolescents  who 
attempt  or  complete  a  suicide. 

Most  suicidal  adolescents  feel  isolated  and  anonymous,  and 
believe  that  their  families  do  not  understand  them. 
Sometimes  suicidal  adolescents  feel  unwanted  or 
"expendable."    They  may  also  feel  that  their  efforts  to 
communicate  these  unhappy  feelings  have  been  ignored  or 
denied  by  parents  and  other  significant  people  in  their 
lives.    Suicidal  adolescents  may  express  a  feeling  of  being 
unable  to  control  the  direction  their  lives  are  taking. 

Teenagers  experiencing  deep  depression  may  be  unable  to  see 
beyond  the  moment  to  a  time  when  they  will  feel  calm  and  in 
control.    Adults  and  others  around  adolescents  who  are  able 
to  look  towards  the  future  with  a  positive  outlook  must  be 
careful  not  to  dismiss  or  belittle  teenagers'  feelings.  We 
need  to  move  these  adolescents  towards  an  understanding  that 
for  most  people,  circumstances  can  be  changed  and  depression 
eventual ly  wi 1 1  end . 

If  an  adolescent  answers  "yes"  to  the  question,  "Have  you 
ever  thought  about  hurting  yourself,"  it  is  critical  that  you 
pursue  this  issue  during  your  counseling  session.    The  adolescent 
may  have  a  known  history  of  suicidal  attempts,  or  it  may  be 
the  first  time  the  teen  has  ever  admitted  having 
self-destructive  thoughts.    You  may  be  the  first  person  who 
has  ever  asked  about  such  feelings,  or  it  may  be  the  first 
time  the  teen  has  been  willing  to  make  this  information 
known . 

Probe  the  issue  in  a  calm,  attentive  manner,  and  carefully 
but  directly  ask  the  adolescent  to  elaborate.    You  might  say 
something  such  as  "I  am  concerned  about  your  answer  to  the 
question  about  hurting  yourself.    Can  you  tell  me  more  about 
your  feelings?"    It  would  be  helpful  to  find  out  when  the 
last  time  was  the  teen  had  sel f -destructi ve  thoughts  -was  it 
a  brief  period  four  years  ago  when  her  boyfriend  broke  up 
with  her,  or  is  this  a  feeling  that  surfaces  on  a  regular 
basis?    How  long  does  the  feeling  last?    What  brings  it  on, 
and  what  helps  it  go  away?    How  does  the  teen  think  about 
hurting  him/herself?    Has  the  teen  ever  acted  on  these 
feelings  and  attempted  suicide?    How  and  when?  Elucidate 
whether  the  patient  has  a  specific  plan,  e.g.,  has  access  to 
a  gun  and  plans  to  use  it.    This  may  be  an  indication  of  how 
serious  the  teen's  intentions  are  to  carry  out  the  suicide. 
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There  are  additional  behavioral  clues  that  may  provide  you 
with  information  about  a  young  person's  suicidal  intent. 
Being  alert  to  warning  signs  such  as  these  may  help  you  to 
hear  an  adolescent's  subtle  cry  for  help: 

•  Giving  away  valued  possessions 

•  Writing  notes  or  poems  expressing  death  themes 

•  Psychosomatic  complaints 

•  Excessive  "daredevil"  behavior 

•  Delinquent  acts  (running  away,  truancy) 

•  Obvious  changes  in  eating  or  sleeping  habits 

•  Unexplained  or  unusually  severe  violent  or  rebellious 
behavior 

•  Withdrawal  from  family  or  friends 

•  Persistent  boredom  and/or  difficulty  concentrating 

•  Substance  abuse  (elevated  blood  alcohol  levels  are  common 
in  teenagers  who  commit  suicide) 

•  Unexplained  decline  in  the  quality  of  schoolwork 

•  Unusual  neglect  of  appearance 

•  Radical  personality  change 

•  Expression  of  suicidal  thoughts,  even  jokingly. 

(10) 

Other  family  or  personality  traits  may  place  an  adolescent 
in  a  higher  suicide  risk  category.    Teens  who  feel  that  they 
are  unwanted  by  their  fami 1 ies  -e .g . ,  because  they  are 
"failures,"  because  they  caused  shame  within  the  family, 
because  they  caused  their  parents'  marriage  to  break  up— may 
be  at  higher  risk.    So,  too,  are  adolescents  with  poor 
impulse  control,  psychotic  episodes  or  personalities,  or  a 
family  history  of  suicide.    A  recent  serious  "accident"  may 
also  be  cause  for  alarm:    it  may  have  been  a  suicide  attempt 
gone  awry.    A  recent  suicide  or  suicide  attempt  by  a  peer 
may  also  be  enough  to  push  a  suicidal  teen  to  commit  the 
final  act. 

Adolescents  who  admit  to  considering  suicide  will  need 
thorough  fol low -through  care.    In  some  cases,  the  physician, 
health  center  or  HMO  will  be  well  equipped  to  provide  such 
services;  in  other  cases,  an  outside  referral  for  counseling 
or  consultation  would  best  meet  the  patient's  needs.    In  any 
case,  get  help:    do  not  assume  that  the  problem  will 
disappear  on  its  own.    If  you  are  not  familiar  with  the 
services  available  in  your  community,  the  American 
Association  of  Suicidology  can  provide  helpful  information 
and  referrals  (see  the  Resource  and  Referral  section  of  this 
Guide  for  further  details).     In  the  meantime,  in  your  role 
as  a  health  care  provider  you  can:    listen  to  the 
adolescents  and  believe  that  their  feelings  are  real;  share 
your  concern  about  their  well  -being;  help  them  to  feel  a 
sense  of  hope;  assess  their  support  systems. 

For  additional  information,  a  copy  of  the  American  Academy 
of  Pediatrics  brochure,  "Surviving:    Coping  with  Adolescent 
Depression  and  Suicide,"  has  been  included  in  this  packet. 

(10)Ame  rican  Academy  of  Pediatrics.     "Surviving:  Coping 
with  Adolescent  Depression  and  Suicide,"  198S. 
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Abuse 

(Questionnaire  Items  18,  21  and  22) 

At  the  age  of  18,  Lisa  called  a  rape  crisis  hotline  to  talk  about  her 
recurrent  nightmare.  Lisa  had  repeatedly  been  jolted  awake  by  a 
terrifying  dream  that  her  stepfather  was  trying  to  kill  her.  In 
subsequent  conversations  and  counseling  sessions  with  a  volunteer  at 
the  rape  crisis  center,  Lisa  revealed  a  three-year  history  of  sexual 
abuse  by  her  stepfather  that  had  begun  at  the  age  of  13.  Her 
stepfather  had  threatened  additional  harm  if  Lisa  ever  disclosed  the 
abuse,  but  with  both  the  impending  thirteenth  birthday  of  her  younger 
sister,  and  the  disturbing  nightmares,  Lisa  felt  she  could  no  longer 
remain  silent. 

Every  year  in  the  United  States  nearly  two  million  children 
are  seriously  abused  by  their  parents  or  caretakers,  and 
every  year  between  2,000  and  5,000  children  die  from  abuse. 
In  1985,  an  estimated  1.8  million  children  were  reported  to 
child  protective  services;  experts  agree  that  these 
statistics  vastly  underestimate  the  actual  incidence.    It  is 
estimated  that  between  16  and  30  percent  of  all  physical 
abuse  occurs  to  youths  13-17  years  of  age. 

In  Massachusetts,  over  50,000  children  were  reported  to  the 
Department  of  Social  Services  for  allegations  of  abuse, 
neglect,  and  sexual  abuse  in  1987.    More  than  17,000  of 
these  cases  were  substantiated.    An  observation  of  such 
cases  reveals  a  strong  correlation  between  histories  of 
childhood  violence  and  problems  that  surface  in  the  teen 
years.    Abused  children  often  become  truants,  teen  parents, 
runaways,  delinquents,  substance  abusers,  mental  health 
patients  or  prisoners. 

Some  issues  of  family  violence  are  of  greater  concern  when 
children  reach  their  preteen  and  teen  years.    This  is  often 
the  period  of  time  when  child  sexual  abuse  begins.    A  teen 
who  is  abused  at  home  may  also  be  involved  in  dating 
violence  or  abusive/coercive  sexual  episodes  outside  the 
home.    Pregnant  adolescents  are  also  at  risk  for  battering 
or  sexual  abuse;  and  teenage  parents  who  have  experienced 
family  violence  are  more  likely  to  continue  this  pattern 
with  their  own  children.    Teenagers  who  witness  the 
battering  of  another  family  member  (their  mother,  sister, 
brother)  may  become  hostile  towards  the  batterer  and  attempt 
to  intervene  to  stop  the  violence;  such  action  may  result  in 
their  own  injury.    Adolescents  who  live  with  abusive 
families  may  respond  to  this  violent  involvement  in  many 
ways.    They  may  present  with  somatic  complaints, 
difficulties  in  school,  increased  anxiety,  phobias,  anger, 
confusion,  impulsiveness,  depression,  sel f  -muti lation ,  or  a 
variety  of  other  symptoms.    Because  the  SAFETEEN 
Questionnaire  asks  direct  questions  about  abuse,  you  may 
discover  additional  histories  of  family  violence  or  date 
violence  from  adolescents  who  exhibit  no  apparent  signs. 
Your  health  care  setting  should  already  have  in  place  a 
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mechanism  for  reporting  and  following  up  on  cases  of 
suspected  (or  confirmed)  abuse.    However,  by  purposely 
assessing  the  possibility  of  abuse  through  use  of  the 
questionnaire,  you  may  encounter  a  greater  number  of  known 
abuse  cases.    All  staff  members  should  be  prepared  for  such 
findings  and  trained  to  handle  each  situation  with  a 
sensitive,  thorough  follow  up. 

Some  points  to  keep  in  mind  when  addressing  issues  of  abuse: 

•  Follow  the  mandated  reporting  procedures  for 
Massachusetts  health  care  providers. 

•  Treat  abuse  as  a  health  issue. 

•  Use  empathetic,  active  listening  skills. 

•  Conduct  your  discussion  in  a  private  place. 

•  Discuss  the  teen's  immediate  safety  needs.    Ask  the 
patient  if  she/he  feels  safe  at  this  time  to  be  with  the 
parent  (guardian,  boyfriend)  who  has  committed  the  abuse. 

•  If  the  abuse  was  in  the  past  and  has  not  recurred 
recently,  ask  the  adolescent  about  plans  to  get  help  if 
he  or  she  is  hit  or  assaulted  again.    If  there  is  no 
plan,  help  to  devise  one. 

•  Remember  that  you  may  be  the  first  person,  particularly 
the  first  professional,  to  hear  about  (or  ask  about)  the 
teen's  abuse  experience.    The  way  in  which  you  handle 
such  disclosure —both  the  initial  discussion  and  the 
follow-up  contacts  -will  likely  have  a  significant  impact 
on  the  outcome  of  the  problem.    The  adolescent  has  taken 
a  risk  by  disclosing  this  information,  and  may  have 
chosen  to  do  so  because  she/he  trusts  that  you  will 
provide  the  needed  assistance.    This  can  be  both  an 
empowering  and  a  vulnerable  time  in  the  teen's  life,  and 
the  way  in  which  adults  respond  is  likely  to  affect  the 
adolescent's  willingness  to  seek  further  help. 

•  Be  sure  to  document  the  abuse  in  the  patient's  health 
care  record. 

The  Preventing  Family  Violence  curriculum,  from  the  Resource 
Center  for  the  Prevention  of  Family  Violence  and  Sexual 
Assault  (Massachusetts  Department  of  Public  Health), 
provides  additional  insight  into  the  handling  of  abuse 
disclosure  by  an  adolescent. 

•  Point  out  to  teens  that  sometimes  it  really  helps  to  talk 
with  someone;  carrying  the  experience  around  inside  can 
make  them  f eel  awful . 

•  Have  a  resource  sheet  of  local  shelters,  hotlines,  and 
other  referrals. 
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•    Use  a  "B.A.S.E.R. "  approach  as  a  general  guide  for 
responding  to  disclosure: 


Bel ieve:    It  is  likely  that  someone  who  is  in  an  abusive 
situation  will  disclose  at  an  "inappropriate"  time,  which 
is  a  set-up  for  her/him  not  to  be  believed.    It  is  also 
likely  that  the  person  will  not  have  all  the  details 
straight,  or  tell  the  entire  story,  and  will  consequently 
be  discounted  or  not  believed.    It  is  very  unlikely, 
however,  that  a  person  will  fabricate  an  experience  of 
abuse.    Sexual  abuse,  child  abuse,  and  battering  are 
often  very  embarrassing  and  difficult  to  talk  about,  and 
it  is  possible  that  an  adolescent  who  speaks  up  will  face 
unfair  judgments  and  accusations.    Therefore,  if  a  person 
wants  to  "get  back  at  someone,"  accusing  them  of  sexual 
abuse  is  not  an  easy  or  likely  way  to  do  it. 

Af f i rm:    Instead  of  assuming  the  person  understands  that 
it  is  good  she/he  told  about  the  abuse,  verbally 
acknowledge  the  importance  of  talking  about  it  and 
getting  help. 

Support:    Even  if  individuals  were  tricked  or  manipulated 
into  doing  something  they  "should  have  known  better  than 
to  do,"  the  abuse  is  not  their  fault;  the  tricks  and 
manipulations  are  part  of  the  abuse  and  victimization 
process.    Reinforce  the  concept  that  a  person  who  has 
been  victimized  was  forced,  tricked  or  manipulated  and, 
therefore,  is  not  to  blame. 

Empower:    Abused  teens  often  feel  helpless  and 
powerless.    By  affirming  and  supporting  their  feelings, 
listening  to  their  concerns,  fears  and  needs,  and 
educating  them  about  the  resources  that  are  available, 
you  are  empowering  them  with  a  sense  of  the  options 
available  and  their  ability  to  stop  being  victimized. 

Refer:    Just  as  the  adolescent  told  you  in  order  to  get 
help,  you  need  to  refer  the  teen  to  the  appropriate 
resources  in  order  to  continue  the  helping  process. 

It  may  be  tempting  to  avoid  raising  the  issue  of  abuse  if 
you  (or  other  staff  members)  feel  ill-prepared  to  deal  with 
the  possible  outcome.    We  suggest  that  everyone  become 
prepared,  because  abuse  is  a  painfully  real  part  of  many 
children's  lives.    By  preventing  further  abuse  in  the 
childhood  or  adolescent  years,  you  may  help  to  prevent 
problems  that  follow  your  patients  into  their  adult  life. 
Adolescents  who  are  affected  by  family  or  date  violence  may 
become  socially,  emotionally,  and  physically  disabled  in 
later  years.    They  may  also  die.    Studies  show  that  at  least 
30  percent  of  female  homicide  victims  were  killed  by  their 
husbands  or  boyfriends,  and  of  women  who  attempt  suicide,  20 
percent  do  so  as  a  result  of  psychological  trauma  resulting 
from  battering.    The  studies  also  reveal  that  most  battered 
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women  wish  that  a  health  care  provider  had  asked  them  if  they  were 

being  abused. 

(11) 

Child  abuse  has  no  single  cause,  nor  any  one  theory  to 
adequately  describe  the  phenomenon.    The  situation  calls  for 
a  range  of  strategies  that  aim  to  control  destructive 
patterns  and  enhance  positive  ones.    As  concern  about  child 
abuse  expands  to  include  prevention,  members  of  the  health 
care  sector  have  a  vital  role.    By  acting  as  a  liaison,  you 
can  link  adolescents  and  families  in  need  to  appropriate 
community  services.    Health  care  professionals  can  also  work 
to: 

•  Provide  chi Id -at -ri sk  teams  or  protocols  for  their  health 
care  facility. 

•  Become  well  acquainted  with  resources  to  help  abused  or 
at-risk  teens. 


Anger  and  Violence 

(Questionnaire  Items  17.  18,  19.  20  and  23) 

Dominique  and  her  boyfriend  had  lived  together  for  some  time. 
After  breaking  up  with  him  over  the  phone,  Dominique  asked  a  friend 
to  stay  with  her.  The  boyfriend  showed  up  to  collect  some 
belongings,  got  into  an  argument  with  Dominique,  and  kicked  the 
friend  out  of  the  apartment.  Sounds  of  fighting  followed  by  a  long 
silence  frightened  the  friend,  who  called  the  police.  They  found  the 
door  open  and  Dominique's  body  inside. 

Nationally,  reported  homicide  rates  have  been  increasing 
over  the  last  60  years.    Intentional  violence  is  now  a 
leading  cause  of  mortality  among  young  people  in  the  United 
States.    For  young  black  males  (ages  15-24),  homicide  is  the 
leading  cause  of  death. 

The  National  Adolescent  Student  Health  Survey  provided 
compelling  data  about  violence  among  junior  high  and  senior 
high  school  students: 

•  Adolescents,  especially  males,  have  the  highest  rate  of 
victimization  for  crimes  of  violence  and  theft; 
approximately  one  third  of  these  violent  crimes  against 
teens  involved  a  weapon;  one -third  of  adolescent  robbery 
and  assault  victims  sustained  some  type  of  physical 

i  nj  ury . 

•  lhirty  four  percent  of  the  students  reported  that  someone 
had  threatened  to  hurt  them;  14  percent  were  robbed  and 


(")Helton  AS.    Protocol  of  Care  for  the  Battered  Woman. 
March  of  Dimes  Birth  Defects  Foundation;  White  Plains, 
NY:  1987. 
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•  13  percent  were  attacked  either  at  school,  the  school  bus 
stop,  or  on  the  school  bus  during  the  previous  year. 

•  Forty-nine  percent  of  the  boys  and  28  percent  of  the 
girls  reported  having  been  in  at  least  one  fight  during 
the  past  year. 

•  Weapons  were  easily  accessible:    41  percent  of  the  boys 
and  24  percent  of  the  girls  reported  that  they  could 
obtain  a  handgun  if  they  wanted  one. 

•  Twenty-three  percent  of  boys  carried  a  knife  to  school  at 
least  once  during  the  previous  year;  seven  percent 
carried  a  knife  on  a  daily  basis;  three  percent  had 
carried  a  handgun;  one  percent  carried  a  handgun  on  a 

dai ly  basis . 

•  Most  students  (67%)  did  not  know  that  alcohol  is  involved 
in  half  of  all  homicides. 

(12) 

In  Massachusetts,  between  1980  and  1984,  homicide  figures 
show  that  the  majority  of  children  murdered  were  15-  to  19- 
year-olds.    In  1985,  over  half  of  the  child  murder  victims 
were  black,  an  overwhelmingly  disproportionate  number  (black 
children  comprised  only  six  percent  of  the  1985  estimated 
child  population  in  Massachusetts).    The  death  rate  for  low 
income  murder  victims  was  four  times  the  rate  for  middle 
income  children.    While  young  children  were  most  often 
murdered  as  a  result  of  family  violence,  adolescents  were 
more  often  killed  by  guns  or  knives  used  in  association  with 
extraf ami  1 ial  violence. 

The  level  of  violence  in  the  lives  of  adolescents  provided 
the  impetus  for  introducing  violence-prevention  counseling 
into  the  routine  health  care  of  adolescents  at  a 
neighborhood  health  center  in  Boston. 

(13) 

The  center 

began  to  introduce  violence  prevention  strategies  into  their 
anticipatory  guidance  activities,  regularly  inquired  about 
violence-related  problems  among  adolescent  patients,  and 
attempted  to  help  teens  learn  nonviolent  coping  skills. 
This  counseling  was  not  reserved  solely  for  inner-city 
youth;  in  fact,  the  health  center's  physicians  felt  that 
their  middle  class,  suburban  patients  sometimes  had  less 
realistic  coping  strategies  when  confronted  with  potential 
violence. 


02)Nat  ional  Adolescent  Student  Health  Survey.  American 

School  Health  Association,  Association  for  the  Advancement 

of  Health  Education,  Society  for  Public  Health  Education. 
"Injury  Prevention  Fact  Sheet,  1988. 

(13)St  ringham  P,  Weitzman  M.  Violence  counseling  in  the 
routine  health  care  of  adolescents.    J  Adolescent  Health 
Care  1988;  9:  389-393. 
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The  treatment  plan  used  by  the  health  center  staff 
was  set  up  as  follows: 


If  a  violence  problem  is  identified,  we  attempt  to  determine 
the  urgency  of  the  problem.    If  severe  injury  does  not  seem 
imminent,  we  let  the  patient  know  that  we  think  he  or  she  is 
at  risk.    We  point  out  the  consequences  of  violence  and  then 
encourage  the  patient  to  consider  nonviolent  approaches  to 
dilemmas  and  then  attempt  to  teach  specific  coping 
strategies.    If  violence  is  associated  with  other  problems, 
such  as  depression  or  drug  abuse,  we  help  the  patient  identify 
and  accept  these  other  problems  and  make  referrals  as 
appropriate. 

If  we  are  unsure  of  a  plan,  or  if  the  patient  refuses  a 
referral,  we  make  a  follow-up  appointment  and  consult  a 
psychiatric  nurse,  who  is  part  of  our  adolescent  team,  for 
possible  approaches. 

A  follow-up  appointment  is  scheduled  specifically  to  address 
issues  of  violence  and  reinforce  the  physician's  concern. 
During  this  appointment  the  health  care  staff  enquires  about 
"how  the  problem  is  changing  and  what  the  patient  thinks  are 
potential  solutions.    We  then  present  the  patient  with 
theoretical  dilemmas  to  assess  his  or  her  progress  and  to 
help  develop  problem-solving  skills.    Some  problems  can  be 
resolved  with  minimal  health  care  input,  others  require 
extensive  input  and  referral  for  mental  health  services,  and 
still  others  would  appear  to  be  highly  resistant  to 
change."    In  this  health  center,  violence  prevention  is 
included  in  the  health  care  visits  for  children  of  all 
ages.    Different  prevention  strategies  are  utilized  for 
different  age  groups.    For  adolescents,  these  are  the 
discussion  points: 

We  discuss  in  detail  the  need  to  avoid  dangerous  conflicts 
and  point  out  the  futility  of  relying  on  a  reputation.  We 
offer  suggestions  regarding  specific  ways  to  stop  potentially 
violent  arguments  (such  as  "If  you  have  a  problem  with  me  I'll 
talk  to  you,  but  I  don't  want  to  fight  about  this";  "I  don't 
have  anything  against  you";  "This  isn't  worth  fighting 
about"),  and  ask  patients  for  their  solutions  to  potentially 
violent  situations.    In  all  discussions,  concrete  examples, 
face-saving  suggestions,  and  active  patient  involvement  in 
problem  solving  are  employed. 

Violence  is  a  public  health  problem  of  urgent  concern.  One 
physician  has  stated  the  issue  this  way:     "The  technology  of 
killing  is  so  far  in  advance  of  the  technology  of  healing 
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that  it  underscores  the  need  for  prevention."^4)  The 
availability  of  handguns  has  obviously  created  an  easier  way 
for  adolescents  to  be  involved  in  1 i fe -threatening  or 
life-ending  violence.    A  teen  who  responds  "yes"  to  the 
question  "Do  you  or  does  anyone  you  know  ever  carry  a 
weapon?"  should  be  considered  at  risk.    Of  the  9,000  handgun 
deaths  (per  year)  that  are  classified  as  murders,  most  are 
not  caused  by  predatory  strangers.    Handgun  violence  is 
usually  the  result  of  people  being  angry,  drunk,  careless, 
or  depressed  -who  just  happen  to  have  access  to  a  handgun. 

An  adolescent  who  responds  "yes"  to  the  question  "Is  there  a 
gun  in  your  home?"  should  also  be  considered  at  risk.  Not 
only  does  a  gun  in  the  home  provide  easy  access  to  a  means 
for  intentional  lethal  violence  and  suicide,  such  weapons 
are  also  the  cause  of  both  unintended  and  impulsive 
shootings  within  the  adolescent's  home.  Unintentional 
handgun  deaths  involving  children  and  teens  tend  to  occur  in 
the  home  where  the  gun  is  kept  and  at  times  when  no  adults 
are  at  home.    In  one  study,  four  out  of  five  shooting 
victims  were  boys,  and  nine  out  of  every  10  shooters  were 
boys.    The  Centers  for  Disease  Control  data  reveal  that  when 
a  person  kills  a  relative  or  friend  with  a  gun,  it  is  often 
an  impulsive  act  committed  with  a  handgun  kept  loaded  and 
readily  accessible  for  self  protection. 


(!4)val  Selivanov,  Trauma  Surgeon,  San  Jose  Hospital  at 
the  California  Senate  Judiciary  Committee  on  Assault 
Gun  Legislation. 
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Resource  and  Referral  Information 


Community,  State,  and  This  resource  list  was  developed  to  help  health  care 

providers  locate  and  contact  sources  of  injury  prevention 

National  Resources      information  at  the  local,  state,  and  national  levels.  By 

taking  a  few  minutes  to  read  through  this  list,  you  will 
become  acquainted  with  agencies  and  programs  that  can 
provide  services  and  materials  for  your  health  care 
setting.    As  you  read  through,  please  note  that  there  are 
places  to  insert  the  phone  numbers  of  your  community's 
service  providers.    By  using  your  local  phone  book,  you  can 
"personalize"  this  resource  list  and  produce  a  convenient 
tool  for  your  patient  counseling. 

Although  the  list  is  comprehensive,  you  may  know  of 
additional  resources  that  have  been  useful  for  your  office 
or  health  center.    If  so,  please  contact  SCIPP  so  that  we 
may  share  this  information  with  other  health  care  providers. 


Abuse  and  Violence  Prevention 


VIOLENCE  PREVENTION  PROJECT 
HEALTH  PROMOTION  PROGRAM 
FOR  URBAN  YOUTH 

Boston  City  Hospital 
N.E.B.  112 
818  Harrison  Avenue 
Boston,  MA  02118 
(617)  424-5196 


A  community -based  outreach  and 
education  effort  to  prevent 
interpersonal  violence  and 
intentional  injury  among  adolescents 
Provides  training  in  a  specific 
violence  prevention  curriculum 
and  technical  assistance  to 
professionals . 


MASSACHUSETTS  SOCIETY  FOR  THE 
PREVENTION  OF  CRUELTY 
TO  CHILDREN  (MSPCC) 

43  Mt.  Vernon  Street 
Boston,  MA  02108 
1  -800  -442-3035 


MSPCC  offers  protective  and  preventive 
programs  for  home,  school,  hospital, 
and  community -based  settings.  Other 
services  include  information  and 
referrals;  outreach  and  intervention; 
court  investigation;  family  advocacy; 
self-help  groups;  and  a  comprehensive 
emergency  service.    MSPCC  has  16 
additional  offices  in  locations 
throughout  the  state. 


OFFICE  OF  VIOLENCE  PREVENTION 

Massachusetts  Department  of 
Public  Health 

150  Tremont  Street,  7th  Floor 
Boston,  MA  02111 
(61  7)  727  -2662 


Focuses  on  the  issues  of  violence 
and  homicide  at  a  statewide  level 
with  two  major  agendas:  education 
to  reduce  individual  risk  factors, 
including  weapon  carrying  and 
substance  abuse,  and  a  focus  on 
community  level  factors  such  as  the 
availability  of  weapons  and  the 
acceptability  of  weapon  carrying. 
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The  Office  develops  programmatic 
strategies,  works  to  organize 
communities  (particularly  in  high-risk 
areas),  and  provides  training  in 
violence  prevention  activities  to  local 
groups . 

PARENTAL  STRESS  HOTLINE  24-hour  counseling  for  parents  and 

1  800  442-3035  young  people.    Provides  guidance  and 

options  on  family  or  personal  problems. 


WOMEN'S  HEALTH  UNIT 

Massachusetts  Department 

of  Public  Health 

150  Tremont  Street,  3rd  Fl 

Boston,  MA  02111 

(61  7)  727  -7222 


Includes  the  Family  Violence  and  Sexual 
Abuse  Prevention  Program  which  focuses 
on  the  areas  of  child  abuse,  family 
violence,  homicide/suicide  (as  it  is 
related  to  violence  against  women),  rape 
and  sexual  assault.    Adolescents  are 
part  of  the  target  population  for  their 
educational  program. 


MASSACHUSETTS  RAPE  CRISIS  CENTERS 


NORTHEAST 


UNIT  AGAINST  RAPE  AND  SEXUAL 
ASSAULT  (URSA) 

202  Rantoul  Street 
Beverly,  MA  01915 
Hotline:    1  -800 -922 -URSA 
Business:     (508)  927-4506 


WOMEN'S  RESOURCE  CENTER 

454  North  Canal  Street 
Lawrence,  MA  01840 
Hotline:     (508)  687-7461 
Business:     (508)  683-3128 


RAPE  CRISIS  SERVICES  OF 
GREATER  LOWELL 

c/o  Lowell  General  Hospital 
295  Varnum  Street 
Lowell,  MA  01854 
Hotline:     (508)  458-2084 
Business:    (508)  452-7721 


SOUTHEAST 


PLYMOUTH  COUNTY 
RAPE  CRISIS  CENTER 

P.O.  Box  4206 
Brockton,  MA  02403 
Hotline:     (508)  588-8255 


NEW  HOPE 

P.O.  Box  48 
Attleboro,  MA  02703 
Hotline:     (508)  695-2113 
Business:     (508)  226-4015 


RAPE  CRISIS  PROGRAM 

NEW  BEDFORD  WOMEN'S  CENTER 

252  County  Street 
New  Bedford,  MA  02704 
Hotline:     (508)  996-6656 
Business:     (508)  993-1842 


INDEPENDENCE  HOUSE 

105  Pleasant  Street 
Hyannis,  MA  02601 
Hotline:     (508)  771  -6507 
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BOSTON 


BOSTON  AREA  RAPE  CRISIS  CENTER 
99  Bishop  Allen  Drive 
Cambridge,  MA  02139 
Hotline:     (617)  492-7273 


SOUTH  MIDDLESEX 
OPPORTUNITY  COUNCIL 

Women's  Protective  Services 
354  Waverly  Street 
Framingham,  MA  01701 
Hotline:     (508)  626-8686 
Business:     (508)  820-0834 


CPASA 

Roxbury  Mul ti  -Servi ce  Center 
317  Blue  Hi  11  Avenue 
Roxbury,  MA  02121 
Hotline:     (617)  536-6500 
Business:     (617)  427  -4470 


CENTRAL 

RAPE  CRISIS  PROGRAM 
OF  WORCESTER,  INC. 

1016  Main  Street 
Worcester,  MA  01603 
Hotline:     (508)  799-5700 
Business  Office:     (508)  791-9546 


BLACKSTONE  VALLEY  RAPE  CRISIS,  INC. 

Box  215 

Milford,  MA  01757 
Hotline:     (508)  478-2992 


WESTERN 

EVERYWOMAN'S  CENTER 

Wilder  Hall 

University  of  Massachusetts 
Amherst,  MA  01003 
Hotline:     (413)  545-0800 
Business:     (413)  545-0883 


NELCWIT 

25  Forest  Avenue 
Greenfield,  MA  01301 
Hotline:     (413)  772-0806 
Business:     (413)  772-0871 


RAPE  CRISIS  CENTER 
OF  BERKSHIRE  COUNTY 

18  Charles  Street 
Pittsfield,  MA  01240 
Hotline:     (413)  443-0089 
Business:     (41  3)  442  -6708 


ARCH 

Springfield  YWCA 
P.O.  Box  80632 
Springfield,  MA  01138 
Hotline:     (413)  772-0806 
Business:     (413)  773-2684 


Babysitting  Safety 

AMERICAN  COLLEGE  OF  EMERGENCY 

PHYSICIANS  (ACEP) 

Massachusetts  Chapter 

792  S.  Main  St. ,  Suite  208 

Mansfield,  MA  02048 

(61  7)  339  -5759 

Also  refer  to  American  Red  Cross 


Produces  a  babysitting 
pamphlet  that  discusses  basic  first 
aid  and  emergency  care.    Includes  a 
useful  babysitting  checklist. 
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Bicycle  Safety 


BICYCLE  FEDERATION  OF  AMERICA 

1818  R  Street,  NW 
Washington,  DC  20009 
(202)  332-6986 


Promotes  the  safe  use  of  bicycles 
for  recreation  and  transportation 
by  promoting  bicycle  helmet  use 
through  education,  public  awareness, 
and  helmet  demonstration/evaluation 
projects;  developing  design  guidelines 
for  bicycle  routes;  developing  and 
producing  educational  and  safety 
promotion  materials;  training  state  and 
local  bicycle  coordinators;  publishing 
an  annual  media  guide;  acting  as  a 
clearinghouse  for  information  on  all 
aspects  of  bicycling. 


LEAGUE  OF  AMERICAN  WHEELMEN 

6707  Whitestone  Road,  Suite  209 
Baltimore,  MD  21207 
(301)  944-3399 


In  conjunction  with  the  Bicyclists' 
Educational  and  Legal  Foundation, 
the  League  certifies  bicycle 
instructors  through  its  Effective 
Cycling  Program.    As  the  national 
membership  organization  of  bicyclists, 
the  League  has  a  variety  of  safety 
materials  available,  including  Bike 
Month  organizer's  kits.    Request  a 
publication  guide  for  details. 


NATIONAL  SAFE  KIDS 

1 1 1  Michigan  Avenue 
Washington,  DC  20010 
(202)  939  -4993 


The  National  SAFE  KIDS  Campaign  is  a 
long-term  effort  to  educate  Americans 
about  the  scope,  causes,  prevention, 
and  treatment  of  childhood  injury.  The 
Campaign  functions  on  four  levels: 
uniting  diverse  groups  into  local  and 
statewide  coalitions;  developing 
educational  programs;  initiating  public 
policy  changes;  and  raising  awareness 
through  the  media. 


Also  refer  to  resources  listed  under  Head  and  Spinal  Cord  Injury  Prevention 


Counseling/Mental  Health 

SAMARITEENS  Confidential  hotline  for  teenagers; 

Boston  247-8050  staffed  by  trained  peers,  for  teens  who 

Framingham  508-875-4500  are  feeling  suicidal,  depressed  or 

lonely. 
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Area  hotlines  that  provide  counseling,  intervention  services,  and  referrals  for 
teenagers  in  crisis.    Also  provide  emergency  technical  assistance  and 
pre-screening  information  for  professionals. 


Location:  Who  to  ask  for:  Phone  number/hours: 

GREATER  BOSTON 


Dorchester  area 

pre  -screen  team 

(617)436 

-6000 

24hrs. 

W.  Rox/Rosl/Hyde  Park 

crisis  team 

(617)325 

-6700 

24hrs. 

^  n  1  r\mc»  n  Pillion 
ou  iuMit.ii    ru  i  i  tr r 

Ul  1  j  1  o     inter  VfcrNLIUll    Ac  DO 

\ D 1  / J  cDD 

-Rfinn 

0  A.  h  rc 

Harbor  area 

screening  team 

Chel sea 

(617)889- 

-3300 

days 

ivcvci  e 

^  D  1   /  )  COD 

udy  b 

E.  Boston/Winthrop 

(617)569 

-3189 

days 

Bunker  Hill 

(617)242- 

-5784 

days 

North  End 

(617)742- 

-9570 

days 

DcdLUII    n  1  1  1  /  DdllvUdy 

\V 1  / )  1 C  1 

-7  7  90 

H  J3  V/  C 

u  dy  b 

(617)884- 

-HELP 

24hrs. 

nd  j  j    Hell  Ld  1    ncd  1  Ul    a  I  cd 

wd  In     III    jUpcf  V  1  jUI 

-l  ion 

executive  office  (5pm-9am) 

Bay  Cove 

pediatric  walk-in  (days) 

(617)956 

-5000 

pmp  mf>r\r  \j   f  1  1  nm-fi^m^ 

CillCI  UCIIty     I   1  1  |JMI  OQIliy 

Cambridge/Somervi  lie 

Cambridge:  on-call  person 

(617)354 

-2275 

days 

Cam/Som:  emer.on-call  person 

(617)498 

-1560 

24hrs. 

^nmp p~v i  1  1  p  •    pmor  nn-rp  1 1    np  r<; 

(  61  7  )  f>?1 

-327R 

9  -5 

J  -J 

IN  C  W  CUM 

a  n  \/n  n  p 

-6060 

\J  \J  U  \J 

?4hrs 

(617)244 

-2770 

24hrs. 

NDRTJ-fF A  <\T 

iVUA.1  11  ~j  SiO  I 

Lowel 1 

emergency  service  -  give  age 

(508)454 

-8851 

24hrs. 

ui  cd  Lei     INUrLil    OflUi  c 

trlllt-i  y  C 1 1 L  y    bcl  V  1  Lc 

(508)927 

-4466 

da 

Danvers/Salem:  crisis  team 

(508)744 

-5322 

nights 

Cape  Ann:  crisis  team 

(508)922 

-0000 

24hrs . 

Lynn 

crisis  worker  or  intake 

(617)596 

-9222 

24hrs. 

Metro  North 

Medford/Malden/Everett:  crisis 

(617)321 

-1092 

24hrs. 

East  Middlesex:  crisis 

(617)665 

-1740 

Law/Ha v/Newbury port 

Law/Methuen:  pre-screening 

(508)683 

-3128 

24hrs . 

Hav/Newburyport 

(508)688 

-5652 

24hrs. 

Hav:  emergency  services 

1  -800  892  -0818 

24hrs . 

Central  Middlesex 

Wal/Bel/Water:  crisis  team 

(617)891 

-0555/926  -405 

Arl /Lex/Burl /Wi nc/Wi 1/Wob: 

anyone 

(617)935 

-8545 

24hrs . 

Concord  area:  any  clinician 

(61 7)369 

-5437 

40 


SOUTHEAST 


Brockton  area 
Plymouth  area 
launton/Attleboro  area 

Fal 1  Ri  ver  area 

New  Bedford  area 
Cape  Cod  area 

So.  Shore/Coastal 

CENTRAL 
North  Central  area 


So.  Central/ 
Blackstone  Valley 


Worcester  area 


Marl boro  -Westboro/ 
So.  Middlesex 


WEST 


Berkshire  area 


F  rank  1 i  n/ 
Hampshire  area 


Holyoke/Chicopee  area 


Springf  ield/ 
Westfield  area 


any  avai lable  doctor 

psyc .  clinician  in  emer.  rm. 

anyone 

crisis  team 

children's  emergency  team 
children's  emergency  service 


Brain/Scit/Nor/Coh/Wey/Hing/Hull 
child  -ado  1  emerg.  services 


David  Oikemus  (west  area) 
Paul  Walker  (east  area) 
emergency  services 

P.E.S. 

Mi  1  ford : emergency  services 

ask  answering  service  to  beep 

Martha  Wynne 

Ann  Schartner  or 
Dr.  Zamir  Nestlebaum 

So. Middlesex:  ado  1  -c h i Id  clin 

Gr.  Framingham 

Marl  bo ro/West boro : any one 


Central/South  County  crisis  team 
Northern  County  crisis  team 


emerg.  services,  Jean  Bishop 
Elaine  Kersten  (beeper) 
Floyd  Ash  law 

crisis  team 
anyone 


psychiatric  crisis  services 
crisis  team 


(  508)580  -0800  24hrs. 

(508)746-2000  24hrs. 

(508)823-5700  24hrs.  or 
(  508)226  -2806 

(508)678-2905    24hrs.  or 

(508)678-2901 

(if  no  answer) 

(  508)992-1  321 

(508)775-1199;  if  no 
answer  cal 1 
800-352-7742  (beeper) 

(617)849-7750  24hrs. 


(508)632-9400  24hrs. 

(508)534-6116  24hrs. 
(508)343-5000  24hrs. 

(508)765-9771  24hrs. 
1-800-462-3263  24hrs.  or 
(  508)478  -0820  24hrs. 
(508)478-0820  nights 

(617)727-0470  or 
(  508)752  -4681  days 

(508)856-3562  nights 

(508)620-0010  days 
(508)872-3333  nights 
(508)485-4769  24hrs. 


(413)499-0412  24hrs. 
(413)664-4541  24hrs. 


(413)586-5555 
(413)586-4948  nights 
(413)586-4948x28  days 

(413)536-5473  days 
(413)536-5473    after  5 


(413)733-6661  anytime 
(41  3)568-6386  24hrs. 
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Eye  Safety 


NATIONAL  SOCIETY  TO  PREVENT       Founded  in  1908,  the  oldest  voluntary 

BLINDNESS  (NSPB)      national  health  organization  that  works 

Massachusetts  Affiliate    to  prevent  blindness  through  community 

373  Concord  Avenue  service  programs,  public  and 

Belmont,  MA  02178    professional  education,  and  research. 

(617)  489-0007         Injury  prevention  programs  include 

industrial  eye  safety,  children's  eye  safety,  agricultural  eye  safety, 
adult  eye  safety,  sports  eye  safety,  and  proper  "jump -start"  procedures 
for 

automobi les . 
Fire  and  Burn  Prevention 


ARSON  WATCH  REWARD  PROGRAM 

1  -800  -682  -9229 


Statewide  arson  hotline.    A  reward 
program  of  the  State  Fire  Marshal's 
Office  offering  $5,000  to  individuals 
who  provide  information  that  leads  to 
the  solving  of  an  arson  crime. 


FALL  RIVER  FIRE  MUSEUM 

1181  N.  Main  Street 
Fall  River,  MA  02720 
(508)  674-1810 


Operates  a  wide  range  of  public 
fire  education  and  prevention  programs, 
including  the  Juvenile  Firesetters 
Intervention  Program-  an  aggressive, 
comprehensive  program  for  children  aged 
3-17  who  play  with,  start,  or  witness 
f i  res . 


STATE  FIRE  MARSHAL'S  OFFICE  Community  education;  counseling 

(61  7)  566  -4500  referrals  for  juvenile  fi re -setters ; 

detailed  data  on  the  incidence  of  fatal 
and  nonfatal  fires  in  Massachusetts. 


MASSACHUSETTS  BURN  INJURY 
REPORTING  SYSTEM  (M-BIRS) 

1 -800  682  9229 


A  physician  or  any  emergency  room 
personnel  treating  burn  injuries 
must  report  any  burn  injury  covering 
five  percent  or  more  of  the  body 
surface    area.    The  clinician  must  call 
the  M-BIRS  hotline,  notify  the  local 
police  chief  in  the  community  where  the 
burn  occurred,  and  complete  a  burn 
injury  report  form. 
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First  AID/Emergency  Preparedness 


AMERICAN  RED  CROSS  (ARC) 

Key  Resource  Centers: 
ARC  of  Massachusetts  Bay 
99  Brookline  Avenue 
Boston,  MA  02215-3993 
(617)  262-1234 
1  800-462-2705 

Berkshire  County  Chapter  of  ARC 
63  Wendell  Avenue 
P.O.  Box  644 
Pittsfield,  MA  01201 
(413)  442-1  506 

Central  Massachusetts  Chapter  of  ARC 
61  Harvard  Street 
P.O.  Box  865 
Worcester,  MA  01613 
(617)  756-5711 

Pioneer  Valley  Chapter  of  ARC 
235  Chesnut  Street 
Springfield,  MA  01105 
(41  3)  737  -4306 


Safety  programs  and  materials,  as 
well  as  first  aid  and  CPR  courses, 
and  babysitting  classes  are  available 
through  most  local  American  Red  Cross 
offices.    Contact  your  key  resource 
center  or  check  your  phone  book 
to  locate  the  nearest  American 
Red  Cross  office. 


Head  and  Spinal  Cord  Injury 

MASSACHUSETTS  HEAD  INJURY  MHIA  is  a  private,  non-profit  affiliate 

ASSOCIATION  (MHIA)  of  the  National  Head  Injury  Foundation. 

484  Main  Street,  Room  325  MHIA  is  dedicated  to  the  prevention  of 

Worcester,  MA  01608  head  injuries  and  to  ensuring  a  good 

(508)  795-0244  quality  of  life  for  persons  with  head 

injury  and  their  families.  Provides 
information  and  referrals  for  individ- 
uals, families,  and  professionals.  The 
program  encourages  a  spirit  of  self- 
advocacy  and  support  through  an  array 
of  family  and  survivor  groups 
throughout  the  state. 


NATIONAL  HEAD  INJURY  FOUNDATION 
(NHIF) 

333  Turnpike  Road 
Southboro,  MA  01772 
(508)  485-9950 


The  NHIF  is  a  non-profit  organization 
dedicated  to  preventing  head  injuries 
and  improving  the  quality  of  life  for 
head  injury  survivors  and  their 
families.    The  Foundation  has  37 
statewide  organizations  and  over  350 
local  chapters.    NHIF  serves  as  a 
resource  for  materials  and  assistance 
to  local  and  state  groups  working  in 
injury  prevention. 
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STATEWIDE  HEAD  INJURY  PROGRAM 
(SHIP)/MASSACHUSETTS  REHAB. 
COMMISSION 

Fort  Point  Place 
27-43  Wormwood  Street 
Boston,  MA  02210 
(617)  727-8732 


SHIP  was  created  in  1985  to  serve  the 
needs  of  Massachusetts  residents  who 
have  suffered  an  externally  caused 
traumatic  brain  injury.    SHIP  staff 
work  with  head  injured  individuals  and 
their  families  to  identify  and  obtain 
programs  and  services  necessary  for 
rehabilitation  and  community  life. 
SHIP  also  provides  statewide  inservice 
training  on  traumatic  head  injury 
stressing  the  critical  need  for 
prevention  efforts. 


NATIONAL  SPINAL  CORD 
INJURY  ASSOCIATION 

600  West  Cummings  Park,  Suite  2000 
Woburn,  MA  01801 
(617)  935-2722 
1  -800  -962-9629 


Injury  prevention  efforts  focus 
primarily  on  educating  youth  and  young 
adults  about  safety  issues  related  to 
spinal  cord  injuries.    This  includes 
aquatic  and  motor  vehicle  safety,  as 
well  as  an  overall  effort  to  heighten 
awareness  of  the  consequences  of 
risk-taking  behavior.    The  Association 
also  produced  an  advertising  campaign 
related  to  prevention  issues  that  has 
appeared  in  national  magazines;  these 
ads  are  available  as  posters. 


Motor  Vehicle  Safety 

MASSACHUSETTS  PASSENGER  SAFETY 
PROGRAM  (MPSP) 

Massachusetts  Dept.  of  Public  Health 
150  Tremont  St. 
Boston,  MA  02111 
(61  7)  727  -1246  or 
1-800 -CAR-SAFE 


An  information  service  for  clinicians, 
educators,  and  other  providers.  Health 
care  providers  may  call  with  questions 
about  motor  vehicle  occupant  protection 
issues,  including  child  safety  seats, 
safety  belts,  the  Child  Passenger 
Safety  law,  child  safety  seat  loan 
programs,  devices  for  transporting 
youth  with  disabilities,  and 
educational  materials  and  programs. 


MBTA  POLICE  COMMUNITY  SERVICE 
PROGRAMS 

275  Dorchester  Avenue 
South  Boston,  MA  02127 
(617)  722-3707 


The  MBTA  Community  Service  Office 
offers  audiovisual  presentations  on 
public  transportation  safety.  "Teens 
on  the  T"  focuses  on  T  safety  and  the 
MBTA  anti -graf f i ti  program;  "Victim 
Awareness  Program"  emphasizes  crime 
prevention;  "Commuter  Rail  Safety"  is  ; 
40-minute  presentation  for  all  age 
groups.    Contact  the  Community  Service 
Officer  to  schedule  a  presentation. 
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MASSACHUSETTS  SAFETY  COUNCIL 

111  Beach  Street,  2nd  Floor 
Boston,  MA  02111 
(61  7)  542  -6067 


Conducts  programs  on  drinking  and 
driving  for  high  school  sophomores. 
Issues  literature  on:    general  safety 
issues;  protection  in  vocational 
education  settings  and  worksites  (e.g., 
head,  eye,  hand  and  foot  protection); 
protection  against  chemicals  in  the 
workplace.    Also  offers  driver 
improvement  courses  for  licensed 
drivers  of  all  ages. 


NATIONAL  HIGHWAY  TRAFFIC 
SAFETY  ADMINISTRATION  (NHTSA) 

1-800-424-9393 


Responds  to  complaints  and  questions 
about  the  safety  of  cars  and  car 
safety  seats. 


Also  refer  to  resources  listed  under  Substance  Abuse. 


Poisoning 

MASSACHUSETTS  POISON 
INFORMATION  CENTER 

In  Greater  Boston:  (617)  232-2120 
Toll-free  statewide  number: 
1-800-682-9211 


Product  Safety 

CONSUMER  PRODUCT  SAFETY 

COMMISSION  (CPSC) 

10  Causeway  Street,  Room  224 

Boston,  MA  02222 

(617)  565-7730 

1-800-638-CPSC  (National  Office) 

FOOD  AND  DRUG  ADMINISTRATION  (FDA) 

301  -443-31  70 


For  a  poisoning  emergency  or  questions 
about  poisons,  immediate  help  is 
available  for  the  general  public  and 
professionals,  24  hours  a  day, 
any  day  of  the  year,  from  anywhere  in 
Massachusetts.    Educational  materials; 
emergency  stickers  for  telephone. 


Use  this  number  to  obtain  safety 
information,  obtain  information  about 
product  recalls,  report  a  hazardous 
product,  or  report  a  product-related 
injury  or  death.    All  services 
are  free  of  charge. 

Responds  to  complaints  or  questions 
about  the  safety  of  a  food  or  drug. 
(For  poisoning,  call  the  Poison  Center.) 


Sports  Safety 


MASSACHUSETTS  INTERSCHOLASTIC 
ATHLETIC  ASSOCIATION  (MIAA) 

83  Cedar  Street 
Milford,  MA  01747 
(508)  478-5641 


MIAA  is  a  non-profit  educational 
organization  that  serves  its  353 
voluntarily  affiliated  member  high 
schools  in  promotion  of  athletic 
participation  opportunities.    The  MIAA 
includes  a  Sports  Medical  Committee, 
and  also  provides  a  liaison  to  the 
Massachusetts  Medical  Society  and  the 
Department  of  Public  Health  regarding 
all  related  health  and  safety  issues  of 
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high  school  athletes.    The  MIAA  has 
initiated  a  statewide  comprehensive 
program  to  promote  chemical  health  of 
the  student  athlete. 


Substance  Abuse 


MASSACHUSETTS  DRUG  AND 
ALCOHOL  HOTLINE 

1  -800  -327  -5050 


24  -hour,  statewide  hotline  to  answer 
questions,  discuss  options,  and  connect 
clients  with  a  treatment  program  that 
suits  their  needs. 


ALCOHOLICS  ANONYMOUS 

Boston  426-9444 
Local  Chapter:   


Weekly  meetings  for  people  who  want 
to  stop  drinking. 


ALATEEN 

Boston  (617)  843-5300 
Local  Chapter:   


STUDENTS  AGAINST  DRUNK  AND 
DRUGGED  DRIVING  (SADD) 

P.O.  Box  800 
Marlborough,  MA  01752 
(617)  481-3568 


MOTHERS  AGAINST  DRUNK 
DRIVING  (MADD) 


For  teenagers  with  alcoholic  or 
chemically  dependent  parents,  family 
members  or  friends. 

A  national  nonprofit  corporation 
based  in  Massachusetts.    SADD  has 
chapters  in  high  schools,  middle 
schools,  and  colleges.    The  goals  of 
SADD  are  to  eliminate  death  and 
injury  due  to  drinking  and  driving 
among  youth;  promote  compliance  with 
all  the  laws  regarding  alcohol  and 
drugs;  and  to  establish  a  parent, 
student,  and  community  education 
program. 

Provides  a  variety  of  programs  and 
services  aimed  at  reducing  the 
incidence  of  drunk  driving,  including 
support  services  for  victims  and  their 
families,  advocacy  for  legislation,  and 
drunk  driving  offender  programs.  Works 
with  high  school  students,  especially 
around  prom  and  graduation  time,  to 
prevent  students  from  driving  or  riding 
with  someone  under  the  influence  of 
a  1 cohol  . 


EMERGENCY  NURSES  CARE, 
(ENCARE) 

18  l.ymon  Street 
Westboro,  MA  01581 
(  508)  366  -7591 


INC 


An  alcohol  education/prevention  program 
showing  the  consequences  of  drinking  and 
driving  as  emergency  nurses  see  them  on 
a  daily  basis.    Nurses  speak  about 
alcohol  use  and  abuse  and  how  it 
affects  the  body,  head  injury,  neck 
injury,  seat  belt  safety,  and  myths  on 
safety  belts,  overdose,  and  other 
related  topics. 
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GOVERNOR'S  ALLIANCE  AGAINST  DRUGS 

One  Ashburton  Place,  Room  2131 
Boston,  MA  02108 
(617)  727-0786 


A  coordinated  statewide  effort  which 
mobilizes  communities  to  address  the 
problems  of  student  drug  and  alcohol 
abuse.    The  Alliance  provides 
assistance  to  cities  and  towns  to 
create  advisory  councils  which  will: 
update  school  discipline  codes;  develop 
a  written  agreement  between  school  and 
police  officials;  develop  K-12 
curricula;  create  peer  and  parent 
eeucation  programs;  and  provide  access 
to  community  treatment  resources. 


MASSACHUSETTS  SUBSTANCE  ABUSE 
REGIONAL  PREVENTION  CENTERS 


Western  Mass. 
Prevention  One 
76  Pleasant  Street 
Northampton,  MA  01060 
(413)  585-3880 

Central  Mass. 
Tri -Prevention  First 
75  Grove  Street 
Worcester,  MA  01609 
(508)  752-8083 


Merrimac  Valley 
The  Prevention  Network 
The  Psychological  Center 
488  Essex  Street 
Lawrence,  MA  08141 
(508)  685-1337 


Southeastern  Mass. 
Pathways  Prevention  Center 
17  Christa  McAuliffe  Blvd. 
Plymouth,  MA  02360 
(508)  747-0755 

North  Shore 

The  Prevention  Center 

Center  for  Addictive  Behaviors 

27  Congress  Street 

Salem,  MA  01970 

(508)  745  -8890 

Greater  Boston  (Suffolk) 
The  Prevention  Center 
The  Medical  Foundation 
29  Commonwealth  Avenue 
Boston,  MA  02116 
(617)  267  -8553 


Metro  Boston  (So.  Middlesex) 
The  Prevention  and  Training  Center 
24  Crescent  Street,  Room  301 
Waltham,  MA  02154 
(617)  893-0111 


Metro  Boston  (Norfolk) 

Prevention  Resources 

South  Shore  Council  on  Alcoholism 

10  Kearney  Street 

Needham,  MA  02192 

(617)  449-8823 


ADDITIONAL  INJURY  PREVENTION  RESOURCES 


AMERICAN  ACADEMY  OF  PEDIATRICS 
MASSACHUSETTS  CHAPTER 

Academy  Headquarters 
24  Lindergh  Avenue 
West  Newton,  MA  2165 

Accident  Prevention  Committtee 
One  Pearl  Street 
Brockton,  MA  02401 
(508)  586-3600 


The  Accident  Prevention  Committee 
provides  materials  to  pediatricians, 
lobbies  the  legislature  for  child 
safety  issues  and  other  child  advocacy 
issues,  and  supports  various  local  or 
statewide  projects  for  child  and 
adolescent  injury  prevention. 
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BOSTON'S  CHILDHOOD  INJURY 
PREVENTION  PROGRAM 

HOB  425 

Department  of  Health  and  Hospitals 
818  Harrison  Avenue 
Boston,  MA  02118 


The  program  runs  seminars  and  workshops 
to  train  Boston  area  health  service 
providers  in  methods  of  injury 
prevention  counseling.  Injury 
prevention  education  is  provided  for 
community  groups.    Safety  supplies  are 
available  for  free  distribution,  and 
special  projects  such  as  a  smoke 
detector  distribution  campaign  have 
been  initiated. 


Resources  from  SCIPP 


In  addition  to  the  SAFEIFEN  program  SCIPP  has  developed 
four  other  hands-on  instructional  kits,  collectively 
called  SAFESTATE.    Each  of  the  kits  targets  a  specific 
population;  all  are  designed  to  help  reduce  injuries  and 
deaths  among  children  in  Massachusetts. 

SAFESTATE  helps  professionals  and  parents  address  the 
problem  of  childhood  injuries  in  four  specific  settings:  at 
home,  in  the  pediatrician's  office,  in  day  care  settings, 
and  in  elementary  school  classrooms.    The  kits  are 
available  to  professionals  in  Massachusetts  who  wish  to 
initiate  or  expand  their  injury  prevention  activities. 

SAFEHOME  Over  70  percent  of  injuries  to  young  children  occur  in  the 

home.    SAFEHOME  was  created  to  help  home  visiting 
professionals  and  trained  volunteers  conduct  home  safety 
checks  with  parents  of  young  children.    The  SAFEHOME  kit 
provides  a  Leader's  Guide  which  offers  an  overview  of  home 
injuries,  suggestions  for  program  organization,  techniques 
for  training  those  conducting    SAFEHOME  checks,  and 
resource  listings.    Inspector's  Notes  provide  basic  home 
safety  information  for  use  during  the  SAFEHOME  check.  An 
eight -page  SAFEHOME  Checklist  covers  44  common  household 
hazards.    A  demonstration  board  displays  six  home  safety 
devices  that  can  protect  children  from  injuries.    Both  the 
program  and  use  of  the  checklist  are  explained  in  the 
SAFEHOME  filmstrip  and  audio  cassette,  "One  in  Five." 

SAFECHILD  Medical  care  providers  can  be  extremely  influential  in 

promoting  injury  prevention  with  parents.  Pediatric 
medical  professionals  can  use  the  SAFECHILD  Program  to 
counsel  parents  about  injury  prevention  during  well -child 
visits.    Materials  are  designed  and  organized  to  apply  to 
children  as  they  grow  from  birth  to  age  six,  and  allow  the 
medical  care  provider  to  choose  topics  for  counseling  based 
on  individual  need. 


The  SAFESTATE 
Modules 


Ihe  SAFECHILD  Counseling  Guide  outlines  the  problem  of 
childhood  injuries  and  provides  background  information 
important  to  initiating  a  SAFECHILD  Program.    A  counseling 
schedule  based  on  principles  of  child  development  lists  30 
safety  related  topics  for  parent  and  child  education,  and 
is  supported  by  posters  and  printed  handout  materials.  Ihe 
SAFECHILD  Counseling  Flipbook  is  a  pictorial  guide  for  use 
during  counseling  sessions.    The  No -Choke  Testing  lube  is  a 
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plastic  demonstration  tube  that  simulates  the  size  and 
shape  of  a  child's  throat.    Objects  placed  in  the  tube  will 
help  show  the  parent  how  various  small  toys  and  household 
items  can  present  a  choking  risk. 

SAFE  DAYCARE       Young  children  love  to  explore;  they  take  risks  in  order  to 

learn  and  grow.    The  goal  of  SAFE  DAYCARE  is  to  provide  the 
safest  environment  possible  for  day  care  activity.  This 
module  will  help  pre-school  teachers,  group,  and  family  day 
care  providers  ensure  safe  environments  and  reinforce  safe 
behaviors  for  preschoolers.    It  provides  information  to 
reduce  injury  risks,  as  well  as  materials  to  teach  young 
children  the  basics  of  injury  prevention. 

The  SAFE  DAYCARE  kit  includes  a  Teacher's  Guide  with 
curricula,  safety  handouts  for  parents,  an  injury-related 
Child  Development  Chart,  site  and  playground  safety 
checklists,  emergency  procedures,  and  recommended  resources 
for  additional  information. 

SAFESCHOOL         Children  need  to  learn  good  safety  habits  before  they  reach 

the  risk-taking  years  of  adolescence.  SAFESCHOOL  has  been 
designed  to  help  educators  teach  injury  prevention  to  their 
students  in  grades  K-6.  The  SAFESCHOOL  Teacher's  Resource 
Guide  lists  materials  available  through  the  SCIPP  Resource 
Library.  The  kit  also  includes  a  Media  Catalog  listing 
over  80  audiovisual  aids,  a  packet  of  posters,  a  community 
resource  list,  and  safety  handouts  for  students,  teachers, 
and  parents. 

The  Injury  Prevention  Resource  Center 

In  addition  to  the  projects  outlined  above,  SCIPP  operates 
an  Injury  Prevention  Resource  Center  at  the  Massachusetts 
Department  of  Public  Health  in  downtown  Boston.  The 
resource  center  is  a  lending  library  that  includes 
journals,  research  papers,  curricula,  films,  filmstrips, 
and  videotapes  on  a  wide  variety  of  injury  prevention 
topics.    Students,  teachers,  medical  professionals, 
community  leaders,  and  consumers  make  use  of  injury 
prevention  materials  from  the  Resource  Center,  either  in 
person  or  through  mail  or  telephone  contact.    You  may  call 
the  SCIPP  librarian  at  617-727-1246  (or  1 -800-CAR-SAFE 
outside  the  Boston  area)  to  make  an  appointment  or  request 
that  materials  be  sent  to  you. 

SCIPP  Data  Resources 

SCIPP  accessess  data  on  injuries,  deaths,  and  hospital 
discharges  to  analyze  the  causes  and  associated  costs  for 
Massachusetts  residents.    Communities  and  agencies  alike 
have  used  SCIPP  data  to  support  efforts  to  establish  injury 
prevention  programs.    Requests  for  data  can  usually  be  met 
within  three  to  four  weeks,  resources  permitting. 

Statewide  Comprehensive  Injury  Prevention  Program  Massachusetts  Department  of 
Public  Health,  150  Iremont  Street,  3rd  Floor,  Boston,  MA  02111  (617)  727-1246. 
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LOCAL  RESOURCES 


Use  this  page  to  record  the  address  and  phone  numbers  of  referrals  in  your 
commun  i  ty . 

Counseling/therapy  referrals  for  adolescents:  Phone  Number 


Support  groups  in  your  area:  Phone  Number 


Local  Fire  Departmen Is :  1  own/Phone  Number 


Local  Police  Departments:  lown/Phone  Number 


Other  Important  Emergency  Numbers: 


SO 


SOURCES 


The  following  publications  provided  background  information  for  the  SAFE1EEN 
Counseling  Guide.    These  resources  are  available  through  the  SCIPP  Injury 
Prevention  Resource  Center. 

1.  American  Academy  of  Pediatrics,  Committee  on  Adolescence.    Alcohol  use 
and  abuse:    A  pediatric  concern.    Pediatrics,  1987;  79:  450-453. 

2.  Anderka  M,  Gallagher  SS,  Azzara  CA.    Adolescent  work-related  injuries. 
Presented  at  American  Public  Health  Association  Annual  Meeting;  November, 
1985. 

3.  Blum  R.    Contemporary  threats  to  adolescent  health  in  the  United  States. 
JAMA,  1987;  257:  3390-3395. 

4.  Bragg  BWE,  Finn  P.    Young  Driver  Risk-Taking  Research:  Technical  Report  of 
Experimental  Study.    Cambridge,  MA:    Abt  Associates,  1982. 

5.  Centers  for  Disease  Control.    Violent  deaths  among  persons  15-24  years  of 
age  -  United  States,  1970-1978.    Morbidity  and  Mortality  Weekly  Report, 
1983;  32(35):  453-457. 

6.  Commonwealth  of  Massachusetts  Special  Legislative  Commission  on  Violence 
Against  Children  and  Massachusetts  Executive  Office  of  Human  Services. 
It's  Never  Too  Soon:  A  Blueprint  for  Preventing  Child  Abuse  by  Strengthening 
Massachusetts  Families,  1988. 

7.  Gallagher  SS,  Finison  K,  Guyer  B,  Goodenough  S.    The  incidence  of 
injuries  among  87,000  Massachusetts  children  and  adolescents:    Results  of 
the  1980-1981  Statewide  Childhood  Injury  Prevention  Program  Surveillance 
System.    AM  J  Public  Health,  1 984  :    74:  1340-1347. 

8.  Helton  AS.    Protocol  of  Care  for  the  Battered  Woman.    March  of  Dimes  Birth 
Defects  Foundation;  White  Plains,  NY:  1987. 

9.  Homicide  -  United  States.    Morbidity  and  Mortality  Weekly  Report,  1982; 
31:     599  -602. 

10.  Insurance  Institute  for  Highway  Safety.     "Teenage  Drivers."  Washington, 
DC:  1987. 

11.  Lescohier  I,  Shapiro  E,  Guyer  B,  Wise  P.    Staying  Alive:  Preventing  Child 
Death  -  The  Massachusetts  Child  Death  Study.    Massachusetts  Department  of 
Public  Health.    Boston,  MA:  1988. 

12.  Massachusetts  Department  of  Public  Health,  Resource  Center  for  the 
Prevention  of  Family  Violence  and  Sexual  Assault.    Preventing  Family 
Violence:  A  Curriculum  for  Adolescents.    Family  Violence  Curriculum 
Project,  Boston,  MA:  1984. 

13.  Massachusetts  Department  of  Public  Health,  Statewide  Comprehensive  Injury 
Prevention  Program.    Injuries  in  Massachusetts:  A  Status  Report.  Boston, 

MA:  1987. 


51 


14.  Massachusetts  Division  of  Local  Mandates.    Sunset  review  of  Chapter  667, 
Acts  of  1982,  A  proposal  to  improve  sports  medicine  programs  at  public 
secondary  schools.     September,  1988. 

15.  Putnam  SL.  Parental  alcoholism  as  a  risk  factor  in  adolescent  injuries. 
Abstracts  -  Unintentional  Injuries  in  Adolescents,  Chicago: 

November  6  8,  1987 . 

16.  Sugarmann  J.    The  NRA  is  right:    but  we  still  need  to  ban  handguns.  The 
Washington  Monthly,  1987,  June:  11-15. 

17.  U.S.  Department  of  Transportation,  National  Highway  Traffic  Safety 
Administration.    Fatal  Accident  Reporting  System  1987;  December,  1988. 

18.  Washington  Report,  "New  Research  Highlights  Handgun  Danger."  Summer, 
1989;  15:  6. 


52 


